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WHITHER MEDICINE?’ 


HERBERT S. ALDEN, M. D. 
Atlanta, Georgia 


o be asked to speak before one’s peers is 
both an honor and a pleasure which 
cannot be denied, nor evaded. To pro- 

test my inadequacy would be a poor note of 
confidence in those who got me into this fix. 
My job is to captivate my captive audience. 
However, having chosen my subject, I have 
become overwhelmed with the depth and 
breadth inherent in the question, whither 
medicine? In a broad sense, medicine must be 
responsive to all economic and social forces. 
Comprehensive medicine includes the sciences 
of ecology, biology, public health, and the 
many expensive and complicated research 
instrumentalities and institutions, as well as 
the laboratories, hospitals, and nursing and 
medical education. Comprehensive medicine 
involves developments on many fronts, such 
as, the unprecedented increase in population 
—the growing power and influence of labor 
unions in the public health sciences—the 
rendering of medical service in the presence 
of an insurance intermediary—the role of 
medicinal industries, and of government in 
medical research—the economics of day to day 
practice of medicine, as well as the increase 
and use of technological advancements, such 
as atomic radiation and x-ray. It now includes 
the problem of geriatric medicine, the mental 
and the physically handicapped, and finally it 
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must find wisdom to advise in the better 
leisure of a growing affluent society. To begin 
with, then, I find I must limit the meaning of 
the word, “medicine” to that which is practiced 
by the physician in direct relation to patients, 
and not carry you into a confusing extension 
of the range of medicine, into the biologic 
sciences, hygiene, public health, and sanita- 
tion. 

In a broad sense, medicine has made con- 
tinuous efforts to improve its practice, and its 
science in the healing of the sick; and in doing 
so, it has, to a large extent, been nurtured on 
charity and benevolences. However, in the 
recent past, while comprehensive medicine 
has advanced in public esteem in nearly all 
fields, the individual doctor has suffered much 
waspish criticism and accusations, until in a 
collective sense he is no longer the beloved 
physician. But in spite of this criticism, medi- 
cine finds itself the surprised recipient of al- 
most too much faith from the layman. 

How did we get in this predicament? If 
health is to be regarded as a social requisite 
and right, and the physician regarded as re- 
sponsible for health, then how are we to keep 
the public faith, and yet remain independent 
in thought and action? These questions are 
being asked of us from all sides. The answers 
do not come easily, and I do not think they 
are found either in complacency, or in our 
conventional wisdom of the present day. 


Let us think together on these questions— 


I must assume that I am speaking for and to 
those of us who are members of that uneasy 


middle generation who, forbidden by age to 
be modern, and reluctant to be mellow, have 
a guilty feeling that we are in part responsible 
for some of the discomforts, and some of the 
problems that face us in the practice of medi- 
cine in the midst of the Twentieth Century. It 
should be a challenge to us in our present day 
complacency to remember the warning of the 
philosopher Santayana that, “He who is dis- 
posed to ignore history must be prepared to 
repeat it.” So let us not be deceived. The 
problems we face today have been accentu- 
ated and colored by the social and economic 
dislocations of our changing order, but they 
may have been a long time in the making. 

I think some of the fault may lie in our at- 
titude toward education. Could it be that our 
scientific knowledge has so far outdistanced 
philosophy and religion that it has ceased to 
be a unifying force in medical education? 
Those of you in Charleston are fortunate that 
as medical practitioners, and as residents of 
the Carolina low country and surrounding 
counties, you are in a real sense closer to those 
enlightened men of the late 18th and 19th 
Century who formed and guided our Nation 
in its early years. The names of Pinckney, 
Middleton, Huger, Rutledge, Izard, and many 
others are not only on your street corners and 
in your historical halls, but are remembered 
as among the founders of the Western Culture. 
The men of this period and those who pro- 
duced our American Constitution and Bill of 
Rights were educated in institutions and 
homes in which the classic works of a culture 
derived from Greece and Rome, and tinctured 
with Christianity were the substance of their 
curriculum. They regarded themselves as in- 
violable persons, because they were rational 
and free. By rational, they meant that they 
were capable of comprehending the moral 
order of the universe, and they regarded them- 
selves as free, because of a personal moral re- 
sponsibility to perform their duties, and to 
exercise their corresponding rights. The trans- 
mission of this culture was one of the chief 
aims of their educational system. In recent 
years, however, education seems to deny that 
it is either necessary, useful, or desirable to 
transmit this religious, classical culture to our 
youth, The official historian of Harvard Uni- 


versity called this “the greatest educational 
crime of our Century against American Youth 
—depriving him of his classical heritage.” 
Thus, there is within our school curriculum an 
enormous vacuum where a few decades ago 
there was some form and substance. This 
vacuum has been filled with the “how to” 
courses (so characteristic of modern medical 
education ), the electives, and the specialized 
courses, as well as with the improvisations and 
little curiosities of both teacher and students. 
With this has come the innumerable half- 
truths masquerading in print as whole-truths, 
and with many untried judgements which 
have begotten fears, inward fears from which 
there is no haven of religious culture, or tradi- 
tion, no common faith, and no common moral 
intellectual discipline. It appears sometimes 
that we have renounced the idea that a student 
must learn to first understand himself and his 
fellow man, and what they are, so that he can 
live in a world bound together by some com- 
mon principles, or at least to have some 
knowledge of whither he is going. We, as in- 
heritors and executors of this lack of substance 
in our education, thus, are in ignorance of the 
social consequences of certain types of conduct 
that can follow in this lack of religious, classi- 
cal culture. 

But, we are also inheritors of a certain 
Social Darwinism, so ably espoused by Herb- 
ert Spencer in the 1870’s—the survival of the 
socially fittest, wherein we believe we must 
compete with each other in any manner in 
which we see fit, right or wrong, in a mere 
struggle for existence and economic security. 
It was in this same year that Dr. Jacob Bige- 
low of the Harvard Medical School told his 
graduating class to have no fear of the in- 
adequacy in their profession, since in the two 
years of their medical course they had learned 
all there was to know about medicine and sur- 
gery. So, medicine, like spices of olden times, 
which was a monopoly of the Merchants 
Guild, came to have the nature of a com- 
modity, available only to those who had the 
wit and the money to obtain it. The rest of 
mankind must do without as best it could. But 
today no one believes that a medical educa- 
tion could be obtained in two years of study, 
and there is now widespread demand for good 
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medical care at the lowest possible cost. So, 
it is now obvious that medicine cannot solely 
govern itself, or its progress simply by profit 
and loss motives, nor can it excuse ignorance, 
nor compromise with the quality of its service. 

In the early 1900’s we formulated the phil- 
osophy of the “American Dream” which in 
essence is that hard work, thrift, and com- 
petitive struggle would result in individual 
salvation, This idea, however, arose from a 
world of poverty and inequity in which there 
was not enough goods, or services to go 
around, The American Dream tied to Social 
Darwinism produced the “robber barons”, and 
the malefactors of great wealth of the early 
years of the Twentieth Century. Nowadays, 
in spite of the harsh facts of our present life, 
the conventional wisdom still clings to this 
concept for American success. We cannot say 
that the medical profession has remained 
aloof to this philosophy, and even though 
Social Darwinism has been supplanted by an 
enlightened socialism it remains an obvious 
part of us, and I think accounts for some of 
the bitter accusations thrown at us. 

We are also inheritors and executors of the 
cult of “specifism” in the etiology of disease, 
and its therapy. Fifty years ago in what has 
been spoken of as “The Golden Age of Medi- 
cine”, contagious diseases, syphilis, tuber- 
culosis, malaria, and typhoid fever were 
obvious to all, and medicine was deliberately 
and invariably fixed on disease, and not on 
health. The discovery of bacteria led us to the 
“dynamic” conception that if there was a 
specific disease there was a specific cause, 
and a specific cure. Thus, was born the 
idea of the “magic bullets”, and doctors 
became concerned with health in a nega- 
tive sense, as an absence of disease. This con- 
cept of conquest of disease in its simple form 
was, and is now popular among physicians as 
well as among the laity. Conventional wisdom 
believes that one discovers the malignant agent 
of disease, and with some “magic bullets”, or 
now some “wonder drug”, like a modern 
guided missile finds the noxious agents, 
destroys them, and eliminates disease, pro- 
ducing its corollary, health. But let us be 
honest with ourselves, we have only a very 
few specifics, and only a few “magic bullets”, 
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and some of these are in bad repute. It is also 
doubtful whether the medical man has con- 
quered but very few diseases. He can lay 
claim to that only if he includes all the bio- 
logical sciences, hygiene, and the efforts, and 
magnificent results of the sanitation engineers. 
Such conventional wisdom may have been a 
comforting philosophy at the beginning of the 
Twentieth Century when Sir William Osler 
was singing of “Man’s Redemption of Man” 
by the conquest of disease, but it will not 
answer the medical demands of the 1950s. 

We are inheritors and enlargers of the medi- 
cal specialists (in some instances also execu- 
tioners ). It may not be pleasant, or flattering 
to the proctologist, the oculist, the dermatolo- 
gist, or orthopedist to know that from the 
Middle Ages down to the present time they 
were in the main outside of the practice of 
medicine, and were mountebanks, quacks, and 
sharpers of every kind and variety. They, as 
now, were no doubt men of great skill, dex- 
terity, and much practical, if not academic 
knowledge and wisdom. They plied their 
specialties long before medicine became so 
diversified. The specialist is not as con- 
temporary wisdom would have us believe, the 
logical result of scientific progress, he is a 
negative practitioner of medicine, in that he 
does not practice comprehensive medicine. In 
spite of our humble beginning (and mayhap 
because of it) we specialists tend to have an 
illustory feeling of superiority which is not 
founded on fact. Diseases have not been con- 
quered by the clinical and surgical specialties, 
but by the ecologists, the physiologists, and 
the sanitary engineers—we only use, and im- 
prove on their discoveries. 

In effect, the conquest of disease has pro- 
duced the “partial death” of many specialties. 
Where is the syphilologist today, the surgeon 
that depended on gonorrhea? The surgical 
otologist? Dermatology, one of the earliest 
specialties, has lost more ground than most. It 
now practices cutaneous medicine. It is true 
that the specialist has sought to bolster him- 
self, his training, and ability by the self- 
imposed examinations, letters of abbreviations 
that sound like degrees of education, and now 
by the device of the medical specialty boards. 
In defense, he has even made the general 
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practitioner into a form of a “specialist”, and 
for self protection the medical man has de- 
veloped the “group practice”. While more in 
line with our era of socialism, it implies what 
is indeed a falsification. It reverses the former 
dictum that the whole is greater than some of 
its parts, and implies that the sum of the parts 
is equal to the whole. While conventional 
wisdom thinks of the group clinic as the acme 
of comprehensive medicine, reality decrees 
that it is a deliberate structuring of “basic 
specialties” in a cluster pattern. Group prac- 
tice is not great medicine, but more likely 
another example of the “togetherness” so often 
extolled by the modern organization man. 
Group practice can lead to conclusions in 
which no one takes the rap, or to “cookie cut- 
ter” conformity, and to the place where the 
“positive power” of the “lone think” is lost. 

So, now we find ourselves in a wholly differ- 
ent world than that of fifty years ago. They 
have been fifty years of unprecedented change 
in every phase of our society, in our surround- 
ings, our science, and our economics. So much 
so that nowadays no individual man is able to 
cope with the enormous complexities in which 
he is enmeshed. We have come from a nation 
of poverty to a nation of plenty—from a few 
rich to the many affluent. We have arrived at 
an economy which has superfluity of the 
necessities of life, and now are obliged to 
advertise the gee-gaws, the newest auto- 
mobiles, and the unessentials, in order to rid 
ourselves of the overproduction. No ad-man 
in the 1900s had to tell folks what they needed. 
They knew what they wanted. We have moved 
from a little government to a great govern- 
ment, and the rich and powerful tycoon has 
been replaced by Uncle Sam in Washington 
City. The power over business once had by the 
rich has been transferred to the labor unions, 
and to the government, who now exercise 
much of the control. 

We are now in the age of “organization 
man”, and worship “togetherness”, and have 
become silent in the crowd. We have come 
under great pressure to conform. Security has 
replaced adventure. Intellect is in the discard, 
and politics are now dictated by a cult of 
mediocrity. Conformity in all things is the 
watchword. You and I, nurtured on individual- 


ism, however, still cling tenaciously to the per- 
sonal practice of medicine, and are all but 
overwhelmed by the pressure of this conform- 
ity. But there is some evidence that we may 
be moving away from complete conformity. 
The recent heated discussion of segregation 
versus integration is an example. Some seem 
to think that an enlightened individualism is 
really what we want—not an integrated con- 
formity in our public education. Yale’s Presi- 
dent Griswold in June of last year, spoke of 
“cultural submission—that tide of organiza- 
tion in our private life which may engulf the 
last surviving instinct to preserve the safe- 
guards of individual freedom—the endless, 
sterile, stultifying conferences, held in sub- 
stitution for independent inventiveness—it 
conjures a nightmare picture of a whole na- 
tion of “yes men”, of hitchhikers, eavesdrop- 
pers, and peeping toms, tiptoeing backward 
offstage, with their fingers to their lips.” There 
is another straw in the wind of change in a 
new advertising slogan for cigarettes: “A 
thinking man’s filter, and a smoking man’s 
taste”. 

It is quite clear that these changes have 
been brought about by a great social and 
economic upheaval in which the medical pro- 
fession, as such, has counted for very little in 
the final result. We, physicians could not, and 
cannot do but very little to alter the social 
and economic changes now taking place. 
Health is now accepted by many as socially 
derived, socially affected, and as a social right, 
in the same manner as liberty, education, and 
the pursuit of happiness. The medical profes- 
sion has come to be a handmaiden of health, 
rather than the sole dispenser of it. Com- 
prehensive medicine has been moving out of 
the long dark centuries of mysticism and 
empiricism into a brighter era of science in 
the cure of disease, and is now well advanced 
into the present period when prevention is 
supplanting treatment of disease. 

However, there is one area in which the 
medical profession has in the past, and now 
can exercise great influence. This is in the 
field of medical education. Government and 
business and labor unions may dictate many 
phases of medical practice in licensing laws, 
in public health, and in insurance coverage, 
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but medical education is still in the hands of 
the medical profession. The medical practi- 
tioner may be suffered by other agencies, be- 
cause he is needed—but he is still needed by 
his patients, and by his students, and I think 
this will always be so. 

Let us then turn to a critical evaluation of 
medical education, as it appears today. 

Medical education, like humanity, suffers 
both from tradition and progress. It is full of 
traditions. Medical education is Dr. Mark 
Hopkins astraddle one end of the curricular 
log, and the student on the other. It is Sir 
William Osler teaching at the bedside. It is 
the lecture on “The Virtue of Medicine as a 
Profession” by Dr. Edward L. Keys. It is the 
all night vigil, and the early morning call. It 
is the deep pleasure at allaying the fears in 
time of stress, and it is the always new, and 
endearing wonderment of man to be able to 
withstand a beating from disease and accident, 
and then come out well and whole. It is also 
the sadness of the losing fight. It is the willing- 
ness to take the biochemist’s inventions, and 
use them for the betterment of the ill. It is the 
graceful way you save a life by your knowl- 
edge and dexterity, but let the credit go to 
others, so that they may emulate both your 
abilities and your graciousness. All these and 
many more traditions come to mind. They are 
the hidden wealth of our medical colleges, and 
they are kept in trust by generations of medi- 
cal teachers. They cannot be bought by kings, 
or politicians. 

But progressive medical education must 
teach the medical student of the day, in terms 
of the changing order of the times, and not 
in terms of what he was, or that which he is 
to be. It can only partially equip him to meet 
the responsibilities and obligations of the 
future. It, therefore, needs continual study, 
and revision of the curriculum, but since the 
training of the medical student begins in his 
pre-medical years, that too, needs study and 
revision by us medical educators. I have al- 
ready referred to the fundamental lack of 
cultural classical education. However, the 
medical faculty must, in a broad sense, take 
in the student what it can get, and not always 
what it wants. We may have to follow big 
business companies in “hiring” college stu- 
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dents, more for why they chose the field of 
medicine, their interest and enthusiasm, 
rather than their experience in biology, or 
chemistry, or high scholastic grades. But we 
have come a long way in pre-medical attain- 
ments since Daniel Drake, over a hundred and 
twenty five years ago, remarked that if a son 
of a family was too indolent to labor on the 
farm, or in the work-shop, too stupid for the 
bar, or too immoral for the pulpit, then the 
medical faculty could make of him a physician. 

Stung by the implications inherent in the 
Pure Food and Drug Act, the Flexner report 
on medical schools in the United States, the 
teaching example of Sir William Osler, and 
others of his kind, medical education in the 
United States has changed radically, and come 
along faster than you and I of this middle 
generation can barely comprehend. The haste 
in enlarging medical education, however, only 
mirrors the haste in the equality of opportunity 
in general education. This rapid and insistent 
progressive education may have delivered 
quantities of information to quantities of 
people, but it sometimes seems to have suc- 
ceeded only in producing a generation of 
mental slatterns. The student, both medical 
and otherwise, seems to be literate only in a 
formal sense—that is, he is capable of putting 
the letters c-a-t together to form a word, “cat”. 
But he is not literate in the sense that he is 
able to derive from these letters any clear 
mental concept of the animal itself. How 
striking this analogy is to the unimaginative 
diagnoses of clinical groups. Putting together 
the electrocardiogram, the x-ray report, the 
blood chemistry and blood count, a diagnos‘s 
is “spelled out” just as is the word “cat”. The 
diagnostic group unwittingly becomes guilty 
of that ancient abdication of reason—the 
heresy, that to name is to know. Giving a 
name, or spelling out a diagnosis is only the 
beginning of wisdom and learning, not the 
end. This is a special fault of the dermatologist 
who often seems to have never escaped from 
the ancient priesthood-physician belief that 
naming a disease gave control. 

Thus, in our haste to produce scientific doc- 
tors we have taught more of the “how to” than 
of the “why for”, and we seem to have lost 
sight of the student’s soul and his imagination, 
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and neglected to teach critical judgement. It 
is this lack of critical judgement that I think 
may have prompted a remark from a junior 
medical student. Coming out of a medical 
lecture, he appeared a bit put out. I asked 
him how the lecture had gone. “It was lousy” 
he said “I expected some pearls of wisdom, 
and all I got was advice on how to think of 
the patient.” I suspect this student had no 
knowledge of that part of the Golden Rule, 
“Give not that which is holy unto the dogs, 
neither cast your pearls before swine.” 

Such a lack of basic interest in inner re- 
sources, so apparent in our present day medi- 
cal students, led Dr. Max Obermayer, in an ad- 
dress to the Society of Investigative Dermatol- 
ogists, to say “It is with the exercise of critical 
judgement that I am most concerned. The art 
of medical practice consists chiefly in the 
judgement regarding the appropriateness of 
concepts in etiology, diagnosis, treatment, and 
prognosis. How can there be a good medical 
judgement when a person is incapable of in- 
dependent judgement in other spheres? We 
are in this respect at a particular disadvantage, 
because in our democratic society there are 
tremendous pressures toward uncritical con- 
formity. The leveling tendency is always down- 
ward, for an egalitarianism denotes the lowest 
common denominator. Too few dare the rigors 
of independent thought—whatever the subject 
—many who so venture have to pay a high 
price for their courage. The result is that our 
average young physician is not an interesting 
person. He is self-complacent, comfort-loving, 
and un-enterprising, and his smug attitude is 
sometime coupled with a collosal ignorance, as 
well as, a lack of curiosity about anything not 
pertaining to the immediate, and only goal, 
i.e., the successful passing of the examination 
to the American Board of his specialty—his 
understanding of human nature is often super- 
ficial, he does not realize that “normal” has 
wide range of sexual and moral spheres—the 
paucity of knowledge outside the immediate 
field of interest is exemplified in the hesitancy 
to express an opinion on a question involving 
general medicine in round table discussions 
with his colleagues.” 

But you may say, “why belabor this portion 
of medical education?” It is because I am 


aware that the scientific and research side of 
medical education will continue to advance 
in both quality and quantity, and its surgeons 
and internists and dermatologists will probe 
deeply into man’s vitals, and work wonders 
with the help of the biochemists, and 
the physicists. But I fear the very weight 
and size of this medical science will take an 
increasing toll of the years of early manhood 
to the exclusion of a preparation for the physi- 
cian to live with himself, and with his fellows, 
and prepare him only for working on them. 

But what of the future? How can we antici- 
pate the scope of medical practice in the face 
of the rapid growth and knowledge, and in- 
creasing population? It appears that the crux 
of these matters lie in the hard answer to one 
of the questions I asked in the beginning. Is 
health to be regarded as a personal, profes- 
sional prerogative, or is it a social requisite and 
right? 

In recent times it is becoming increasingly 
clear that health has come to be a social right, 
and will be an increasing public burden. One 
has only to read the general assumptions, and 
some of the facts published in the final report 
of the committee of the Consultants in Medi- 
cal Research and Education from the United 
States Department of Health, Education and 
Welfare which was published in June of last 
year. Hold it in the light of the recent eco- 
nomic and socialogic studies on the future 
population of the United States, and the 
answer is clear. It is more and more of the 
same—shortage of doctors, higher patient 
loads, less hospital beds, and more insurance, 
and government intermediaries between doc- 
tor and patient. 

Heaith control without birth control, among 
other items, has helped to skyrocket the pop- 
ulation increase far beyond the estimates of 
five years ago. Look at the astronomical fig- 
ures: (1) By 1970 over two hundred and 
fifteen million people, or a 26% increase in 
the present figure. (2) The facts of future 
birth and death rates will, it is estimated, pro- 
duce in this population a large percentage of 
persons under twenty, and over sixty-five. One 
half of the population will be non-productive, 
either retired, or in school, and will present 
special medical problems. It appears the gen- 
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eral population is getting older, but not wiser. 
(3) To maintain the rate of a hundred and 
thirty-two physicians per one thousand popu- 
lation (a remarkable constant figure for the 
past thirty years ), a minimum of one thousand 
and two hundred additional physicians a year 
must be produced, or imported. At least four- 
teen new medical schools will be needed in the 
next eleven years. While construction demands 
are of unprecedented dimensions, the pro- 
duction, or creation of faculty and teachers 
for a medical school in eleven years is of 
greater dimensions, even if we deliberately 
destroy the quality of medical education. 

While we are not wholly lost, as yet, it 
seems obvious that there will be fewer doctors, 
and more people in 1970. That means for you, 
and for me, more work load, and maybe a 
relatively smaller income, and certainly more 
intermediaries, government and otherwise be- 
tween us and the patient. Will the public be 
content, or satisfied with relatively fewer phy- 
sicians? There are some signs that they will, 
and one of the greatest signs seems to be the 
increasing efficiency of the medical profession 
to meet the needs rather than the demands of 
the general public. 

Since the medical profession, historically, 
nor currently, can do very little to either re- 
tard, or mould the economic and _ social 
changes we are experiencing, and since we 
still have much control over the quality of 
medical education, it follows that it is in this 
field that our chief efforts must be made. I, 
therefore, ask you to think deeply and 
realistically about methods and means of 
exerting your influence in medical education. 
Do you wish it broader and larger by diluting 
its quality? Do you wish it likened unto a 
piney woods swamp, all over creation, and 
only knee deep anywhere? Or, do you wish it 
deeper, and more intensive, so that your ser- 
vices will be needed for greater things, rather 





than demanded for smaller complaints? 

I may have more confidence in my profession 
than some appearances sometimes warrant, but 
I believe the individual physician can, and 
will, by intelligently utilizing improvements 
at hand, and by their presonal attention to 
their patients, teach the need of balanced 
judgement in the particular case, and show 
that common sense is often a safer guide than 
theoretical, organized group knowledge. 

But, I think you and I have a greater stake 
in seeking the best of answers, since no matter 
how much the medical needs of an increasing 
population is underestimated, we are bound 
to be overworked in the future. 

I, therefore, believe that a restatement of 
what I think are the central principles of the 
Western philosophy of life are long past due, 
but never too late: first, that man’s reason is 
the ruler of his appetite; second, that love 
manifests itself in loving service; and third, 
that happiness is liberty in bondage. Since the 
practice of medicine is learned in only two 
ways, by error, and by teaching, we all should 
be dedicated to a continuous and repetitious 
education; education of ourselves, the patient 
under our care, and of the public and the 
student, if by none other than by example and 
emulation. How else can we, as individual 
physicians control, or mould the future? 

I should like to close this dissertation with a 
quotation from an address by the late Dr. 
Edward L. Keyes to the medical students at 
Cornell University. I quote, “Fear not to give 
of time and enthusiasm, and life itself to your 
profession. Let truth and fidelity and gentle- 
ness be the coin of your realm, and the gates 
of State medicine will not prevail against you. 
The great physician of every tomorrow, like 
the great physician of yesterday, will be he 
who spends himself most in giving. It is re- 
turned to him a hundred fold in the affection 
and adoration of his fellow man.” 
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SOCIETY HISTORICAL SKETCHES 


3. EARLY TWENTIETH CENTURY MEDICINE 


J. Decuerp Guess, M. D. 


This is the third of a series of articles, adapted from 
the book A Medical History of Greenville, South 
Carolina, written by the same author, and which 
will be published by the Greenville County Medical 
Society in 1959. 


The South Carolina Medical Association 
was inactive during the Civil War years. An 
effort to reactivate it was made in 1869. A 
meeting was held in Spartanburg. However, 
little interest was aroused. Greenville was 
represented at this Spartanburg meeting. 
This seems to have been the first meeting of 
the State Association to be attended by repre- 
sentatives from Greenville. 

The American Medical Association had 
been organized in 1847. South Carolina was 
represented at the organizational meeting, 
and Dr. James Moultrie was elected vice 
president of the new organization. Dr. S. 
Henry Dickson was made chairman of the 
Committee on Medical Sciences. 

The original American Medical Association 
was not a confederation of constituent state 
associations. Neither was the South Carolina 
Medical Association a confederation of 
county societies until after a revision of its 
constitution in 1904. Originally, membership 
in the State Association included all gradu- 
ates of the Medical College of South Carolina 
and all other doctors who could satisfy the 
Council of the Association regarding their 
medical education. 

The fact that membership in the State 
Association did not necessarily come through 
membership in a county society possibly ac- 
counts for the fact that an annual meeting of 
the Association was held in Greenville in 
1888, three years before the Greenville 
County Society was chartered in 1891. It 
seems, however, that there had been a county 
society of some type before 1891. Dr. J. War- 
ren White in his article, “A Brief History of 
Greenville Medicine,” which was included in 
the centennial volume A Brief History of the 


South Carolina Medical Association, tells of a 
conversation with the late Dr. C. T. J. Giles. 
Dr. Giles spoke of a reorganizational meeting 
of the county society sometime in 1892 
(1891?). It seems that about 29 doctors met 
in the offices of Dr. T. T. Earle and re- 
organized the society. Dr. Giles stated that 
after the reorganization, the society held 
regular monthly meetings. 

In 1881, the first year of required registra- 
tion of doctors in the offices of the clerks of 
court in their respective counties, 51 doctors 
registered in Greenville County. Thirty-four 
of these lived within the city of Greenville. 
The population of the city in 1880 was 6,160. 
There were 800 registered doctors in South 
Carolina in 1882. Half of the registered doc- 
tors in Greenville County at this time were 
graduates of the Medical College of South 
Carolina. That ratio has persisted pretty well 
to the present time. 

It was still the horse and buggy days or, 
more probably, in the red clay hills of the 
county, the horse and saddle days for the 
doctors. However, an invention had been 
introduced which was destined to affect the 
pattern of medical practice immensely. The 
telephone became available in 1876. Its intro- 
duction was not accepted with enthusiasm by 
doctors generally. 

A story is told which illustrates their at- 
titude. A group of Greenville doctors were in 
the midst of a weekly poker game when the 
telephone rang. One of the group was called 
to the phone. What his colleagues heard went 
something like this: 

“Yes, I am Dr. Doe . . . No, I am very 
sorry, but I can not come out right away. . . 
No, I am tied up and can not possibly get 
away ... Perhaps, in the morning, if you can 
wait so long.” 

The doctor explained that the call was from 
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a new family recently come to town. The 
people were rather well to do, but he said 
that he did not care to practice for a family 
which had a telephone. 

The South Carolina Medical Association 
was reorganized and a new constitution and 
by-laws were adopted in 1904. By that time, 
A. M. A. was a confederation of constituent 
state associations. Now, the State Association 
became a confederation of county medical 
societies. No doctor could become a member 
of the State Association except through mem- 
bership in a chartered county society. Dr. 
Robert Wilson, Dean of the Medical College 
of the State of South Carolina, was elected 
president that year. The new by-laws pro- 
vided for medical districts in the state, and 
Dr. Wilson appointed Dr. J. Wilkinson Jer- 
vey, of Greenville to be councilor for the 
Fourth District. In 1905, Dr. Jervey was 
elected to serve a further term of three years. 

The annual meeting of the State Association 
in 1905 was held in Greenville. Dr. Davis 
Furman, who had been very active in the 
Greenville Society, was elected president, 
succeeding Dr. Robert Wilson. A momentous 
step was taken at this meeting. It was decided 
to publish a medical journal. Dr. Robert Wil- 
son was elected the first editor of The Journal 
of the South Carolina Medical Association. 
This was in April, and the first number was 
published in June. The editor referred to the 
state meeting as the “high water mark of at- 
tendance.” The delegates from Greenville 
County were Dr. W. C. Black and Dr. G. T. 
Swansdale. The society had 35 members. 
Fifteen doctors living within the county had 
not yet joined the society. 

Dr. W. C. Black and Dr. Curran B. Earle 
were Greenville’s two surgeons. Each dis- 
cussed a paper at the meeting. Dr. Black dis- 
cussed Dr. F. L. Pott’s paper, “Six cases of 
Abdominal (sic) Obstruction,” and Dr. Earle 
discussed a paper on “Appendicitis” by Dr. 
LeGrand Guerry. 

A current list of constituent societies was 
published in The Journal at monthly intervals 
in 1905. The Greenville Society was not listed 
until November, 1905, seven months after Dr. 
Furman’s election to the presidency of the 
State Association, and 14 years after the so- 
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ciety had been originally chartered. It is prob- 
able that the change in constitution and by- 
laws in 1904 required application for a new 
charter. 

Be that as it may, the society as an or- 
ganization is only about 67 years old. It is 
much younger than several other county so- 
cieties. It was late “aborning,” but it has been 
healthy and vigorous since its birth. It has not 
only been an active society in its own right, 
but its members have been very active in the 
State Association. It has furnished ten presi- 
dents to the Association, two of whom are 
still living. There are now 185 active members 
and 14 honorary members of the society. 
Seven honorary members are still in active 
practice. 

The doctors who were active and promin- 
ent in the first quarter of the twentieth cen- 
tury, that is up to the end of World War I, 
and some of the events of interest will be 
mentioned. 

We can go back to Dr. H. R. Rutledge. He 
was born in Charleston. He spent most of his 
active professional life in Greenville. He was 
a great grandson of John Rutledge, the first 
governor of South Carolina and the first chief 
justice of the United States Supreme Court. 
He, along with Dr. L. G. Corbett and Dr. J. 
Adams Hayne, organized the Southern Oaks 
Sanatorium for the treatment of alcoholics in 
1906. A noteworthy characteristic of his was 
his erect posture which he maintained until 
his death in 1915. That same year both Dr. 
John W. Maxwell, Greenville’s oldest physi- 
cian from the standpoint of length of service, 
and Dr. W. S. Miller died. 

Dr. Thomas T. Earle was a member of a 
large family which included physicians both 
before and after him. He was born in 1845 
and lived until 1921. Earlier members of the 
Earle family were Dr. Robinson M. Earle, 
who was killed in 1838 by William Lowndes 
Yancey, the great secessionist and confederate 
political leader, who had come from Georgia 
to study law in Greenville; and Dr. Michael 
Baylis Earle (1814-1867), who was con- 
sidered the leading physician in Greenville 
in his day. 

Dr. Earle enlisted for service in the forces 
of the confederacy when he was fifteen years 
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of age. After the war, he studied medicine at 
George Washington University, graduating 
in 1869. In 1900, he was president of the 
South Carolina Medical Association. 

He and his son, Curran, and a cousin, Dr. 
Joseph Earle, established and operated the 
first Greenville hospital to occupy a building 
designed and built for it. The hospital could 
accommodate 18 patients. It was closed in 
1911, when the City Hospital was opened. 

This astute, courtly physician of the old 
school died in 1921. 

Greenville was chartered as a city under 
its present charter in 1868-1869. A prominent 
doctor, Dr. William R. Jones, was largely in- 
strumental in bringing about the change from 
town to city. He served as the first mayor 
under the revised charter. 

In 1901, his son, Dr. Clinton C. Jones, fol- 
lowed in his father’s 
elected mayor of Greenville without opposi- 
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tion. He was re-elected twice. 

Dr. Clinton Jones attended Furman Uni- 
versity, and he received his medical degree 
from Bellevue Medical School. 

He early became a leader in the civic, 
religious, and political life of the city. He was 
behind every movement for civic progress. It 
has been said, “His popularity and success 
as a physician gave him a wide range of loyal 
and enthusiastic friends” who in turn became 
ardent political supporters. In addition to his 
medical practice and his political activities, 
Dr. Jones was a large real estate operator. 

Dr. William Edgar Wright (1859-1932) 
was graduated from the Medical College in 
Charleston in 1880. He had already read 
medicine under Dr. E. F. S. Rowley, who had 
been mayor of Greenville in 1885-87 and 
again in 1889-91. Before studying medicine, 
Dr. Wright attended Furman University. His 
friendly and likable personality is attested to 
by the fact that he was elected president of 
his class in medical school. 

He, too, was interested in city politics, and 
he served at one time as a member of city 
council. 

Dr. Wright lived to be seventy-three years 
of age, and he continued his practice until 
shortly before his death. In spite of a 
brusqueness of manner, he was greatly be- 








loved by a loyal clientele. There was a tradi- 
tion out in the textile villages of the city that 
he had never lost a case of pneumonia—and 
he never did if onion poultices had the power 
to save life. 

Dr. T. W. Bailey practiced in Greenville 
from 1886 until his death in 1924. He was al- 
ways a gentleman of the old school, with lots 
of reserve and dignity, which seemed to in- 
crease with age. 

He got his medical degree from the Col- 
lege of Physicians and Surgeons in Baltimore. 
This school later merged with the University 
of Maryland. 

Dr. Bailey was always interested in prob- 
lems of public health. At one time, he was 
chairman of the Board of Health of Green- 
ville. He also served a term as president of the 
Greenville County Medical Society. 

There follow some gleanings from the 
Greenville News, as the events were recorded 
from day to day and which have some 
historical significance. They were lifted more 
or less bodily from that interesting book, The 
Greenville Story, By Mr. Frank Barnes. They 
are used with his permission. 

In 1903, Dr. C. C. Jones, well known family 
physician of the city, was elected mayor. 
Sometimes that same year, Dr. J. R. Wilkin- 
son, father of Dr. George R., left Greenville 
to become a medical missionary in China. 

In 1905, Dr. J. Wilkinson Jervey, Councilor 
of the Fourth Medical District, organized the 
District Medical Association. This continued 
as an active organization, with well attended 
annual meetings, until it was absorbed by the 
Piedmont Post-Graduate Assembly in 1936. 

Also in 1905, the Greenville County Medi- 
cal Society flexed its muscles and expelled 
certain members because they persisted in 
accepting fees of $3.00 for life insurance ex- 
aminations after the society had 
$5.00 to be the standard fee. 

Greenville now had a private hospital in 
operation, and there was already agitation for 
the establishment of a city-owned hospital. 

In September, 1906, Dr. Jervey published 
a paper in The Journal on “A Case of Com- 
plete Double Congenital Capsular Cataract.” 
Dr. Carpenter had earlier in the year read a 
paper before the County Society on “The 
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Modern Mastoid Operation.” Later in the 
year Dr. Carpenter published a paper on 
“Headaches, Cause and Cure.” Interestingly 
enough, Dr. C. B. Earle, one of the two lead- 
ing surgeons in Greenville in 1906, read a 
paper on a “Case of Contracted Pelvis Re- 
lieved (italics mine) by Cesarean Section.” 
Rivalries were running strong in Greenville 
in the second decade of the century, and in 
addition to the illwill, animosities, and enmity 
which they engendered, they did stimulate 
scientific and literary effort. 

Dr. L. O. Mauldin of Pickens returned from 
studies in London, Paris, and Berlin in 1906. 
He moved to Greenville and applied for 
membership in the Greenville County Society. 
He, too, limited his practice to diseases of the 
eye, ear, nose and throat. He soon published 
a paper on “Diagnosis of Obstructive Deaf- 
ness and Classification of Each.” 

In 1906 Drs. L. G. Corbett, J. Adams 
Hayne, later South Carolina’s eminent State 
Health Officer, and J. R. Rutledge, who had 
come to Greenville from Charleston, organ- 
ized a stock company with a paid in capital 
of $15,000 to own and operate the Southern 
Oaks Sanatorium for the treatment of alcohol- 
ics. The venture did not prosper, and the 
Corbett house in which the Sanatorium was 
located was sold in 1911 to the women’s group 
which was working to establish a hospital in 
the city. This Corbett building housed the 
original City Hospital. It is still in use, form- 
ing at it does the southwest wing of the pres- 
ent Greenville General Hospital. 

In 1907, the county society reverted to a 
practice which had been in vogue in Charles- 
ton in the early days of the Medical Society 
of South Carolina. In that year, the Green- 
ville society advertised a fee list in the 
Greenville News. Day calls were set at $2.00 
and night calls at $3.00. Office calls were 
$1.00. These established fees continued with 
little variation until about 1920. 

In 1909, Dr. W. L. (Buck) Pressly, who 
was to be A. M. A.’s first General Practitioner 
of the Year in 1948, played baseball with the 
Greenville Spinners in the Old South Atlantic 
League. 

In 1910, Dr. C. C. Geer, retired medical 
officer of the U. S. Army, returned to Green- 
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ville and became manager of the Caesar’s 
Head Hotel. Later he helped organize the 
Southeastern Life Insurance Company. This 
was Greenville’s first life insurance company. 
After a successful operation lasting, perhaps, 
twenty years, it was absorbed by the Liberty 
Life Insurance Company, which also had 
been organized in Greenville. Dr. Geer was 
medical director of the Southeastern for many 
years. 

In 1910, the newspapers of the country 
played up the widespread discussion within 
the medical profession of the possible dangers 
of the use of tobacco. Sometimes history does 
repeat itself! 

Greenville was now actively planning a city 
hospital. 

The Chick Spring Hotel reopened in May, 
1910 with 50 rooms and 30 baths. The hotel 
first built in 1825, had been destroyed three 
times by fire. The hotel had been sold at 
auction to satisfy creditors a short time be- 
fore it burned the last time. 

It was announced on June 4, 1910 that the 
Salvation Army had acquired five acres of 
land within the city on which to erect a build- 
ing to be used for the care of homeless chil- 
dren. This home was finally opened and was 
continued in operation for many years. 

At a later date the Salvation Army operated 
a home for unmarried mothers. Dr. William 
Burnett was obstetrician for this home for 
many years. Until after the General Hospital 
was well established, all deliveries were done 
in the home. 

In the fall of 1910, there was the announce- 
ment that the Charity Aid Society had made 
some enlargement of hospital facilities. This 
announcement was followed some days later 
by one to the effect that the Hospital Associa- 
tion was still working toward a good, big 
hospital, financed by the city and backed by 
city council. 

In 1911, Dr. J. W. Jervey and Dr. Fletcher 
Jordan bought the Ottaray Hotel annex. They 
planned to convert it into a hospital. Later. 
however, they bought a building on North 
Main Street and gave up the idea of operating 
a hospital in the Ottaray annex. These two 
congenial colleagues maintained their offices 
in their recently purchased building for sev- 
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eral years. The building became known as the 
Jervey-Jordan building. Unfortunately, these 
good friends had a “falling out,” which per- 
sisted. Dr. Jordan bought Dr. Jervey’s interest 
in the building, and Dr. Jervey moved out. 
He built a new building on Church Street, in 
which he operated an eye, ear, nose, and 
throat hospital until his death in 1945. His 
son Dr. Jack Jervey (J. W. Jervey, Jr.) had 
specialized in diseases of the eye, ear, nose 
and throat. He practiced with his father. After 
the father’s death, Jack closed the hospital 
but continued to maintain his offices in the 
building until early in 1958, when the building 
was demolished to allow right of way for the 
Church Street throughway. 

In 1911, Dr. J. W. Jervey was elected presi- 
dent of the South Carolina Medical Associa- 
tion. 

The City Hospital opened to receive pa- 
tients in January, 1912. Among substantial 
contributors to this project who were named 
in the newspapers were Dr. Curran B. Earle 
and Dr. E. W. Carpenter. Colored citizens 
gave a sum of money and one hundred pieces 
of linen. The hospital admitted 46 patients 
during its first month of operation. 

The hospital at this time was not owned by 
the city. It had been acquired and was op- 
erated by a group of interested citizens with 
Mr. W. G. Sirrine acting as president. 

In 1912, Dr. Hext M. Perry died. He was 
the son of former governor and eminent 
statesman and unionist, Ben F. Perry. 

In 1913, Dr. George T. Tyler, a well trained 
surgeon, a Johns Hopkins Medical School 
graduate and a retired Army Medical officer, 
located in Greenville and opened a private 
surgical hospital. Already hospital beds in 
Greenville were in short supply. Dr. Tyler 
was an eccentric and a marked individualist 
and he would not have been happy working 


in a hospital which he did not control. Dr. 
Fletcher Jordan who had, perhaps, the largest 
family practice in the city, threw his support 
to Dr. Tyler, and he became a busy surgeon 
almost overnight. 

In 1915, Greenville lost three of its pioneer 
physicians. Dr. H. R. Rutledge, Dr. W. S. 
Miller, and Dr. John W. Maxwell, Greenville’s 
oldest physician from the point of service. 

In 1916, there was an editorial in the 
Greenville News which discussed the need 
for an enlargement of the City Hospital. The 
need was urgent. The agitation started a 
movement which resulted in a new wing, 
opened in 1920. Matters did not run smoothly 
during the four intervening years. Difficulties 
arose between the Board of Governors and 
the medical staff. The entire staff resigned in 
November, 1916. There followed a long news- 
paper argument and ultimate reconcilation. 

World War I was at hand. Some American 
doctors had already been working with the 
British Army. One of these was Dr. James E. 
Daniel of Greenville. When America entered 
the war, these American doctors transferred 
to the American Army. Dr. Daniel returned 
to Greenville and organized an ambulance 
company. With Dr. Daniel in command, the 
company sailed for duty in France in the sum- 
mer of 1917. 

For Greenville medicine an old era was 
over, and a new one was in prospect. The pro- 
fession was to be less provincial and more 
cosmopolitan and more sophisticated because 
of experiences and advances during the war 
and the coming of several younger men after 
the war. The trend toward specialization was 
accelerating, and the character of hospital 
practice was beginning to change from emer- 
gent and desperate cases to more elective 
situations. 
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REPORT ON CHILD HEALTH SERVICES 


IN SOUTH CAROLINA SINCE THE SURVEY IN 1946 


J. I. Wartne, M. D. 
Charleston, South Carolina 


n 1948 the South Carolina Chapter of the 

American Academy of Pediatrics pub- 

lished a survey of Child Health Services 
in South Carolina as a part of a national survey 
conducted in all the states. Since that time 
many changes and improvements have taken 
place, and this report is made now to take 
stock of what progress has been made since 
the earlier survey was made. 

In 1948 many suggestions of a rather general 
nature were made, and much of the increase 
in desired facilities may be the result of gen- 
eral progress in health matters rather than the 
outgrowth of the recommendations of the sur- 
vey itself. 

Figures used for comparison will correspond 
only roughly to the confines of the period 
covered, and comparisons may not be accu- 
rate, but will approximate sufficiently the 
changes which have occurred over the past 
ten or twelve years. The general outline of the 
earlier survey will be followed in this re- 
appraisal. 

In the period considered, there has been a 
considerable increase in the child population 
(under 15 years), and a greater relative in- 
crease in the number of physicians, hospital 
beds, and other necessary elements which go 
to make an improvement in child care. 

In 1948 the child population was 713,356 

In 1958 the child population was 797,719 

In 1948 there were 1079 active practicing 

physicians 

In 1958 there were estimated to be 1650 

active practicing physicians 

There are now 68 pediatricians compared 
with 26 in 1948, and 75 obstetricians compared 
with a much smaller number in 1948. 

There has been a moderate shift of popula- 
tion from the so-called isolated semi-rural and 
isolated rural areas to the lesser metropolitan 
and adjacent areas. 

The per capita income of the people of the 
state has increased from $779 to $1180, which 
figure must be taken with a grain of salt be- 
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cause of the devaluation of the dollar. 

The infant death rate has dropped from 
41.4% (33.8% white, 51.0% Negro) to 
31.6% (22% white, 44% Negro) in the past 
ten years. 

In the preparation and training of physi- 
cians there has been a great improvement. The 
improvement in facilities at the Medical Col- 
lege of South Carolina for teaching of pedi- 
atrics has been marked. There was one full 
time teacher in 1948, and now there are four 
full time and ten part time teachers. The three 
residencies of 1948 have increased to six, and 
the student body has risen from 42 to 80 mem- 
bers. A very active Well Baby Clinic estab- 
lished at the Medical College now offers ex- 
cellent instruction (previously lacking) in the 
routine care of young children, and provides 
good training for the student who is to do gen- 
eral practice. The development in the Medical 
College Hospital and other hospitals of the 
many specialties necessary for proper pedi- 
atric consultation has been a major improve- 
ment. 

The Nursing services of the State Board of 
Health have been improved by the addition of 
new personnel, despite the many demands for 
nursing abilities in fields outside of public 
health. The 168 nurses of 1948 are now repre- 
sented by 218 members of the nursing staff. 

In recent years there has been a great in- 
crease in the number of Practical Nurses, who 
can fill many of the gaps left by the scarcity of 
graduates. While they do not yet enter into 
public health activities, they give valuable 
substance to the picture of child care in gen- 
eral. South Carolina licensed 1515 of these 
nurses in 1957. 

Hospital services improved immensely over 
the 10 year period. The bed capacity in 1947 
was 4166. In 1957 it was 5397 plus 1547 “non- 
acceptable” beds and 1177 bassinets. Hospital 
construction has been active and better pedi- 
atric facilities have been added. 

In the same period Health Centers increased 


391 











from 8 to 32, and auxiliary units from 5 to 65. 
"he number of Well Child Conferences de- 
creased from 1222 to 1056, but attendance 
(visits) increased from 16,779 to 21,088. Many 
more pediatricians became available to hold 
these conferences. New patients increased 
from 7052 to 9499. 

Mental Health Clinics have grown from two 
‘o five in number. A decade ago only 198 pa- 
tients were seen. Now about 800 (under 18 

ars) pass through the clinics. The need is 
still great for more facilities. 

We have no figures to show that there has 
been any great improvement in the quantity 

r quality of school health services, though 
there has been a great increase in interest in 
-hool health with both the medical and lay 
neople. The South Carolina Medical Associa- 
tion has established a committee which is 
working actively on the subject. In educational 
circles there has been activity in respect to 
special classes, so that there are now provisions 
for 11 classes (including 180 children) for the 
physically handicapped, 125 classes for the 
educable mentally defective children (includ- 
‘¢ 1868 children), 3 classes for trainable 
mentally defective children (including 30 chil- 
dren). There are now 15 local speech centers 
in the schools in addition to the 4 Speech 
Schools conducted by The Junior League. 

There has been an increased concern for the 
retarded child. Five newly formed chapters 
of the Association for Retarded Children are 
working actively. Whitten Village, essentially 
a custodial institution for white children, and 

dults has increased its child population from 

228 to 522 (still with a long waiting list). The 
first provision for retarded Negro children is 
of recent origin. Pineland, in Columbia, pro- 
vides 300 beds for severely retarded Negro 
children. 

There has been established recently with 
state and federal funds, a Child Development 
Clinic at the Medical College, where with a 
complete staff evaluation of the status‘ of the 
retarded child can be made on as scientific a 
basis as such matters permit. 

Services by the State Board of Health to 
crippled children through state clinics have 
been much expanded. There are now being 
held 488 clinic sessions annually, with an at- 








tendance of 9596 (clinic visits). These clinics 
furnished 530 patients for surgery to hospitals 
where they spent 10,791 days. Two special 
ompletely staffed clinics for patients with 
left lip or cleft palate are held at regular 
»tervals. Three clinics (previously two) for 
rheumatic fever patients have been in opera- 
tion for several years. Patients suffering from 
eizures are now handled through the regular 
Crippled Children’s Clinics and the Seizure 
Clinic at the Medical College. 

One of the recent improvements in the Crip- 
pled Children’s Clinics has been the addition 
of a pediatrician to each of the orthopedic 
clinics, so that the evaluation of the children 
is far more complete than it was formerly. 

In addition to these official activities, there 
has been recently much contribution in this 
field from the voluntary agencies such as the 
National Foundation, The Crippled Children 
Society, United Cerebral Palsy, The Muscular 
Dystrophy Association and others. The Heart 
Association cares for 124 children in its 6 
clinics. The Cancer Society looks after 93 chil- 
dren in its 11 clinics (where professional ser- 
vices are rendered free by physicians ). 

Physical therapy is now available in 16 hos- 
pitals or centers as compared with 4 in 1948. 
The Medical College now has a Department of 
Physical Medicine and Rehabilitation. The 
Orthopedic Camps conducted by the State 
continue to operate successfully. 

The dental situation in South Carolina in 
general is still deplorable. Dentists are scarce 
and there is no local source of training for 
them. Legislation has been passed for estab- 
lishing a dental school, but the necessary funds 
are not forthcoming. The State Board of 
Health employs 5 dentists, 5 hygenists, and 
deals largely in application of fluoride, and in 
prophylaxis and in fillings. It gave services 
to 9021 children, not a great deal many more 
than the 8363 seen in 1946. It made 16,500 ex- 
aminations, gave 10,853 prophylactic treat- 
ments, did 5487 fillings, and applied fluoride 
38,261 times. 

Dentists of the state have increased from 384 
to 485. Interest in fluoridation has been vari- 
able. Fourteen communities now add fluoride 
to their water supplies, but some of the larger 
communities are still skeptical. 
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Special organizations such as The South 
Carolina Citizens Committee on Children and 
Youth, and The South Carolina Health Coun- 
cils continue to foster interest and activity in 
a very worthwhile fashion. 

Over the period since the last survey there 
has been a considerable improvement in child 
health and the necessary facilities for its pro- 
motion. While the needs outlined in the Survey 
of 1946 have not been met by any means, the 
trend toward betterment has been pronounced 
and the promise for the future is great. 

Recommendations 

It is rather difficult to make specific recom- 
mendations for improvement of the situations 
in which we seem to be deficient. Obviously 
bettering of educational, economic, and gen- 
eral public health situations would do a great 
deal toward making an impression on such 
things as the infant death rate. South Carolina 
has some rural areas which are poorly sup- 
plied with physicians, and many in which 
there are no pediatricians or obstetricians. 
The scarcity of dentists has been noted, 
and particularly in the less well to do classes 
is there a crying need for some way of securing 
dental attention. There are very few, if any, 
dentists in the state who work particularly 
with children, and the medical practitioner 
sometimes finds it hard to get a dentist who is 
willing to deal with these patients. Specializa- 
tion or semi-specialization in the field of chil- 
dren would be very desirable from the stand- 
point of the care which would be received. 

It is to be noted that the Negro death rate 
‘s about twice that of the white. Improvement 
here must certainly be sought through the 
economic, educational, and public health 
channels, perhaps even the moral channel, as 
the problem of illegitimacy no doubt has some 
offect on the death rate, especially the infant 
death rate. 

Expansion of public health activities ap- 
pears to hinge to some extent on the ability 
to secure personnel. It is our understanding 
that there is a scarcity in the various fields of 
nursing, of health officers, and of other people 
concerned in the usual public health activities. 
The occasional outbreak of diphtheria in the 
state, and the delinquency in making use of 
poliomyelitis vaccination would appear to in- 
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dicate that much more effort might be ex- 
pended on preventing these ills. 

While progress has been made in the way 
of an increase in the number of children seen 
in Mental Health Clinics and by psychiatrists, 
the field is far from being covered, and ex- 
pansion along that line would certainly be in 
order. However, it is not likely that official 
mental health clinics would ever be able to 
take care of all the problems because of the 
elaborateness and duration of observation. The 
development of a Center for estimation of the 
status of mentally retarded children has been 
a valuable bit of progress, but here again be- 
cause of the long, extensive and expensive 
handling of these cases, of necessity very few 
children can be seen. If some simpler and 
briefer method could be developed for taking 
care of the children in this category, it would 
help a great deal in classification and estima- 
tion of future progress of a larger number of 
children. More clinics would help, but that 
means much more money. As it is, most of the 
children referred to such a source are already 
known to be mentally retarded, and it is rather 
the exceptional one who is offered anything 
more specific than what might have been 
given by an interested practitioner, especially 
a pediatrician. 

If in his educational experience the medical 
student could be impressed with the need of 
interest in this class of children, and also im- 
pressed with the fact that he can and should 
handle the less serious emotional problems, he 
could do a great deal in his practice to clarify 
and perhaps cure some of these difficulties. Al- 
ready an effort is being made in this direction, 
but it probably could be expanded and empha- 
sized to a greater extent in order to achieve or 
develop much interest in these matters. 

Developments in school health activities are 
not entirely clear or uniform. Some parts of 
South Carolina are still not too far distant 
from the time when school health activities 
consisted largely of rapid inspection of numer- 
ous school children by a political appointee or 
a superannuated practitioner. Fortunately this 
seems to be on the way out, and the efforts 
which have been made by the State Joint 
Health and Education Committee, the Mater- 
nal and Child Health Division of the State 
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Board of Health, and the School Health Com- 
mittee of the South Carolina Medical Associa- 
tion to work with the people in educational 
fields is certainly worth continuation and ex- 
pansion. A number of local School Health 
Committees have been organized. There 
would appear to be some need for the meeting 
of minds here, as sometimes the physician and 
the teacher do not see eye to eye as to the ex- 
tent and goal of school health work. More 
joint planning would be a simple approach. 
As in many other states, there is now a 
multiplicity of volunteer organizations inter- 
ested in the field of health. There would ap- 
pear to be a need for some correlation of the 
various organizations in order to prevent 
duplication and even of competition. As an 
example, the United Cerebral Palsy organiza- 
tion has had some difficulties with The Crip- 
pled Children Society, or at least has failed 
to make a proper approach or to reach any 
reasonable agreement with it. The National 
Foundation, having changed its coat, and 
being faced apparently with the fact that 
funds are not being collected in as large 
amounts as they were before, has had to con- 
tract its field as far as poliomyelitis is con- 
cerned and is making some effort to enter into 
the new fields which it has now included. The 
various smaller organizations add a certain 
amount of confusion to the picture, and it 
would be most desirable if they could all get 
together with such established agencies as the 
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State Board of Health or the Committee on 
Children and Youth and work out something 
more consistant and effective. 

There are a number of items which might 
be considered in an effort for improvement. 
For instance, it might be possible to furnish 
physical therapy to crippled children at home 
when difficulties of travel are serious for the 
child. It would be worthwhile for some inter- 
ested organization to set up a more intensive 
campaign in the matter of fluoridation, which 
still is not accepted in a number of areas of 
the state (chiefly on the basis, apparently, that 
no one should be obliged to drink fluorides if 
he does not want to, rather than with the feel- 
ing that fluorides do any good or harm). It is 
simple to say that better medical services in 
the rural areas should be provided, but the 
economic solution is not clear. There are still 
many midwives practicing in the state, and in 
fact delivering a very considerable percentage 
of babies, almost entirely Negro babies, and 
replacement of their services by those of 
skilled in obstetrics would certainly be de- 
sirable, but in the absence of the doctors 
the midwives continue to serve a most useful 
purpose. It is not likely that specialists will be 
enticed into areas which are economically poor 
and which present many difficulties of dis- 
tances, proper hospital facilities, and the like. 

Ten years have seen many improvements. 
There are many more steps to go. 
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MEDICAL COLLEGE CLINICS 


THE MEDICAL COLLEGE OF SOUTH CAROLINA 


ELECTROCARDIOGRAM OF 
THE MONTH 


Traumatic Heart Disease 


Dace Groom, M. D. 
Department of Medicine 


Case Record—The 44 year old driver of an auto- 
mobile involved in a collision sustained fractures of 
the second, third, fourth and fifth ribs of the left 
anterior chest wall, presumably inflicted by impact of 
her precordium against the car steering wheel. An 
electrocardiogram made in the emergency room im- 
mediately thereafter showed atrial fibrillation with 
no other abnormalities. 

On the following day the patient's cardiac rhythm 
was said to be regular but she continued to complain 
of pain in the chest. Cardiac evaluation five days 
after the accident disclosed only an area of ecchymo- 
sis over the site of the precordial fractures, a mod- 
erate drop in blood pressure on deep inspiration, and 
the unusual ECG picture on the left. There were no 
murmurs, no pericardial friction rub, no pneumothorax, 
subcutaneous emphysema or shift of the mediastinum. 
The heart borders were observed fluoroscopically to 
have normal excursion without evidence of peri- 


cardial fluid. Her circulatory status remained satis- 
factory throughout. 
Electrocardiogram—The tracing made five days after 
injury is remarkable for the greatly reduced voltage 
of the QRS complexes in most precordial leads. Com- 
pared with the ECG of the twelfth day (right) which 
is normal, the QRS amplitude is lower in almost 
all leads, and this occurs without a proportionate de- 
crease in amplitude of the P or T wave deflections. 
In both electrocardiograms the rhythm is a regular 
sinus one and in the latter the Q-T interval is slightly 
longer, commensurate with the drop in rate from 88 
to 70 per minute. Also during the intervening week 
the electrical axis is shifted somewhat toward a more 
horizontal position. 
Discussion—This case illustrates two manifestations of 
traumatic heart disease: first, the transient arrhythmia 
(atrial fibrillation) which occurred immediately after 
the injury, and second, the localized impairment of 
electrical activity of the ventricular myocardium ap- 
pearing five days later with return to a normal 
electrocardiogram by the twelfth day. That the blow 
which was of sufficient severity to cause multiple 
fractures of the overlying bony structures also caused 
injury to the heart there can be little doubt, particu- 
larly in a woman of her age with no history nor 
evidence of pre-existing heart disease. 


After Injury 


5 days 
: ao i BRB iE oe 


Lead I ead I Lead I 
































Octoser, 1959 









_Leod 




































Proof of the type and extent of structural damage 
to the heart is lacking. However one might assume 
from a comparison of these two electrocardiograms 
that a contusion of the anterior wall of the left ven- 
tricle, perhaps producing a hematoma or injury con- 
fined mainly to the subepicardial layers, caused the 
gross diminution of the R waves in precordial leads 
recorded over that area. It is the QRS complexes 
which are selectively altered; the fact that the P 
waves are not comparably reduced in amplitude (V,, 
V;) proves that the abnormality is not due simply to 
a decrease in electrical conductivity of the trauma- 
tized tissues of the chest wall. There are no ST seg- 
ment elevations indicative of a generalized process 
such as hemopericardium and, curiously, the T waves 
do not undergo the evolutionary changes commonly 
seen in other types of myocardial disease or in peri- 
carditis. Alterations in the T waves which do occur 
between the fifth and twelfth days are minimal and 
might be ascribed to the shift in electrical axis, to 
change in position of the patient, or perhaps to ab- 
dominal distention. Actually the limb leads alone 
show no real abnormality. The significant change 
takes place in the anteriorly directed potentials, those 
of depolarization of the anterior ventricular wall. 

Injuries to the heart resulting from penetrating 
wounds of the thorax are usually more obvious than 
those from nonpenetrating wounds and are recognized 
as causes of hemorrhage into the pericardial space, 
tamponade, shock, arrhythmias, conduction —ab- 


normalites, etc. Occasionally a coronary artery is 
damaged sufficiently to produce myocardial infarction, 
with the electrocardiographic signs one would expect. 
The important consideration in traumatic heart dis- 
ease is that the same consequences to the heart or 
great vessels may result from injuries which do not 
cause fracture or visible damage to the chest wall. 
For example, rupture of valve leaflets, of chorda 
tendineae, or of the heart wall itself has been found 
at autopsy following blows to the chest such as the 
steering wheel trauma of this patient. An interesting 
observation stemming from aircraft and other acci- 
dents imposing an abrupt footward deceleration of the 
body along its long axis is a characteristic rent in the 
ascending aorta ascribed to the sudden downward 
force of the heart which is suspended vertically much 
like an apple on its stem. 

Certainly with the mounting toil of accidents, 
traumatic heart disease should be looked for more 
frequently than it is—especially in non-penetrating 
injuries to the thorax. Usually the ECG provides the 
most sensitive indications in the form of ST segment 
displacements or T wave changes of a non-specific 
nature. Such tracings should be interpreted with duc 
care not to misconstrue as evidence of cardiac injury 
abnormalities arising from shifts in axis or position 
of the heart or from the effects of electrolyte im- 
balance, emotional stress or other extracardiac factors 
on the electrocardiogram. 


THE NEEDLE IN THE PHYSICIAN’S OFFICE 


FRANK L. Getcer, M. D. 
Columbia, S. C. 


A 26 gauge, half an inch needle can be one of the 
most important tools in the physician’s office. However, 
this is true only if used in conjunction with a tuber- 
culin syringe containing the selected dilution of tuber- 
culin. 

It has been said that tuberculosis is a social prob- 
lem with a medical aspect. Nevertheless, all diag- 
nostic and therapeutic work must be done by physi- 
cians. Among the 200,000 physicians in the United 
States approximately 90,000 are in general practice. 
There are 1534 physicians in this State and about 
1000 are general practitioners. 

All physicians, and especially those in general prac- 
tice, pediatrics and internal medicine must be in the 
front line. Indeed, they must assume the leadership 
if the goal of tuberculosis eradicaiion in South Caro- 
lina is to be achieved. There is no short-cut to the 
eradication goal. Every person who is now infected 
(estimated 500,000 persons in the State with positive 
tuberculins) must be examined periodically as long 
as he or she lives. 


Since the tuberculosis case rate continues to de- 


cline in this State, it is increasingly important to lea~n 
more about the reservoir of infection—who are in- 
fected and where the infected live. The tuberculin 
test is the tool of choice to answer these questions for 
it does screen out those who have been infected with 
tubercle bacilli. 

A tuberculin test must be accurately administered, 
read in 72 hours, and recorded by exact mm. of in- 
duration (10 mm. or more of induration is considered 
a positive reaction), zero to 4 mm. of induration is 
considered a negative test and 5-9 mm. of induration 
is read as doubtful. Doubtful tests should be repeated 
in three months. 

It is well to remember that a positive tuberculin 
skin test may vary in intensity and temporarily may 
decrease or disappear in the course of high fever, 
exanthematous disease, miliary tuberculosis and the 
last stages of pulmonary tuberculosis. The skin re- 
action is frequently abolished or reduced in intensity 
during ACTH or cortisone administration. Following 
cessation, the skin reaction returns to its previous 
level within a short time. 
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Although no direct or proportional relationship 
exists between the level of hypersensitivity and the 
extent and severity of tuberculous disease, the in- 
tensity of reaction to tuberculin is not without prac- 
tical significance. As a general rule an induration of 
20 mm. or more is found in cases of recently acquired 
infection, in caseous, non-pulmonary tuberculosis 
(e.g. in lymph nodes and bones), and in persons in 
continuous contact with active tuberculosis cases who 
show no signs themselves of active or progressive dis- 
ease. Fluctuating levels of sensitivity to tuberculin 
are seen in serous membrane tuberculosis, which ap- 
parently correspond to varying exudation and re- 


PRACTICAL LEADS TO PUZZLING DIAG- 
NOSIS: NEUROSES THAT RUN THROUGH 
FAMILIES. By Walter C. Alvarez, M. D., D. Se. 
Cloth. $9.00 Pp. 490. J. B. Lippincott Company, 
Philadelphia. 1959. 

A book about 673 patients, relatives, of phychotics, 
alcoholics and epileptics. They presented themselves 
with vague or severe complaints for which no organic 
cause was apparent, although many had had previous 
operations for the same symptoms. These are the pa- 
tients who go from physician to physician, to surgeon 
and to the operating room without receiving any last- 
ing benefits. 

It should be read by the surgeon who is determined 
to find an organic basis for every symptom, and the 
lay person would find it interesting reading. He would 
be able to identify some of his frends, and understand 
them better. 

The general practitioner will recognize the patient 
who returns regularly week after week and the intern- 
ist some of his problem cases. 

Dr. Alvarez becomes too enthusiastic at times, and 
the physician who swallows this work whole will miss 
much organic disease. Even “relatives” inevitably will 
develop organic distase and finally die. 

The book is well written and interesting reading, 
but one should not become bewitched by the ideas. 

Harold Pettit, M. D. 
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sorption of fluid. In advanced tuberculosis the sen- 
sitivity is usually low. 

Doctor, your help in the eradication of tuberculosis 
in South Carolina is respectively requested and solici- 
tated. Won't you (if you are not already so doing) 
give the tuberculin test routinely to your patients. 
Have x-ray films of the positive reactors and follow 
the positive reactors systematically whose films are 
initially negative. 

For your convenience, old tuberculin in dilutions 
of 1-10,000 or 1-1000 is available upon request to the 
Section of Tuberculosis Control, South Carolina State 
Board of Health, Columbia, South Carolina. 


AN ATLAS OF NORMAL RADIOGRAPHIC 
ANATOMY by Isidore Meschan, M. A., M. D. W. B. 
Saunders Co., Philadelphia, 1959. Price $16.00. 

This already well known Atlas of Normal Radio- 
graphic Anatomy has gained an enviable position on 
the release of its second edition. The text has been 
generally enlarged to include material not contained 
in the first edition and in certain instances completely 
re-written to present concepts in areas which have 
undergone dynamic change in the past eight years. 
Of importance is the addition of a chapter on radia- 
tion protection “in view of the increasing necessity 
for consideration of this facet by anyone who would 
utilize x-radiation for any purpose.” Technique-wise, 
the book is up-to-date containing adequate de- 
scriptions of the newest procedures for investigating 
the individual body systems. The format has been 
changed in this revised editon and the change is de- 
cidely pleasing. Many new illustrations have been 
added to clarify the text. For those interested in having 
a single reference book covering radiographic position- 
ing and radiographic anatomy presented in a well 
organized and easy to read style, I heartily recommend 
this volume. 


William K. Schwerzler, R. T. 











ORAL IRON PREPARATIONS 

Some 250 products containing iron are listed in 
pharmaceutical directories, and hardly a month goes 
by without the announcement of new ones. Their 
great number and variety, and the frequent claim 
that this or that preparation is better absorbed, or 
less irritating to the gastrointestinal tract than others, 
add a good deal of confusion to what is essentially a 
simple situation. The effectiveness of an iron prepara- 
tion is determined solely by the amount of elemental 
iron absorbed, and except in terms of the amount 
absorbed, effectiveness has nothing to do with the 
original chemical form. Once absorbed, the iron is 
combined with a specific protein to produce transfer- 
rin and the original form of the iron in no way affects 
the utilization of transferrin. 

In relation to the iron contained in the preparation, 
there is normally no appreciable difference in the 
amount of iron absorbed from the commonly used 
iron compounds such as ferrous sulfate, ferrous gluco- 
nate, ferrous carbonate and ferric ammonium citrate. 
Since ferric iron must be reduced to the ferrous form 
before absorption, however, and gastrointestinal con- 
ditions may, in a few patients, interfere with re- 
duction, a ferrous salt should be selected. 

Special Forms—Although chelated iron compounds 
have been heavily promoted, not enough work has 
been done to establish whether there is better or 
poorer absorption than with ferrous sulfate. Nor is 
there convincing evidence that copper, molybdenum, 
liver extract, or any of the B vitamins enhance the 
absorption of iron in iron-deficient patients. Experi- 
mental studies indicate that ascorbic acid may en- 
hance the absorption of iron somewhat, but at best 
the effect is too slight to justify the inclusion of this 
vitamin in iron preparations. Cobalt salts have also 
been promoted as adjuncts to iron, but proof is lacking 
that they increase either absorption or utilization of 
iron. Long-term administration of cobaltous chloride 
has occasionally had goitrogenic and thyroid-depress- 
ing effects in children (R. J. Gross, et al., Pediatrics, 
15:284, 1955). 


Preparation Content 
Exs. Ferrous Sulfate USP 
Feosol Tablets (SKF ) 
Feosol Spansules (SKF ) 
Fergon (Winthrop ) 
Chel-Iron ( Kinney ) 


Mol-Iron ( White ) 
molybdenum oxide ) 


Roncovite (Lloyd ) 


195 mg. exs. ferrous sulfate 
195 mg. exs. ferrous sulfate 
150 mg. exs. ferrous sulfate 
325 mg. ferrous gluconate 

330 mg. iron choline citrate 


195 mg. ferrous sulfate (plus 


200 mg. exs. ferrous sulfate 
(plus cobalt chloride ) 





Whatever the preparation used, within limits, the 
amount of iron absorbed increases with the amount 
administered; and the amount administered is limited 
by the gastric irritation caused by the iron. It has 
never been demonstrated convincingly that gastric 
irritation is influenced by anything except the amount 
of ionic iron present after it has been split off from 
the molecule containing it. The claim that certain 
preparations are less irritating than others is usually 
valid only to the extent that they contain smaller 
amounts of ionizable iron. Equivalent doses of a 
simple ferrous salt would be tolerated just as well. 
Iron content and cost—The difference in iron con- 
tent of different preparations is not always ap- 
preciated. That is why ferrous gluconate is sometimes 
thought to be less irritating than ferrous sulfate. Com- 
parison of the amounts of iron in equal doses shows 
why ferrous gluconate is “less irritating”: 
: Iron 
per gram 
330 mg. 
200 mg. 
115 mg. 
Although iron salts are better absorbed when they 
are taken between meals, they may be taken with or 
immediately after meals to minimize gastrointestinal 
irritation and diarrhea. For the same reason it is de- 
sirable to start iron therapy with small doses and to 
increase the dose gradually. There is no evidence 
that gastric acidity (or giving hydrochloric acid to 
patients with low gastric acidity) significantly affects 
the absorption of ferrous iron. 


Form 


Exsiccated ferrous sulfate (FeSO,. HO) 
Ferrous sulfate (FeSO,. 7H:O0) 
Ferrous gluconate 


In general, special forms of iron or mixtures of iron 
with accessory factors are relatively expensive in 
terms of iron content, as shown by the following 
table: 

Iron preparations should be kept where they will 
be out of the reach of small children. Accidental in- 
gestion of large amounts of iron can produce serious 
and even fatal toxicity (N. J. Smith, J. of Pediatrics, 
53:37, 1958). 

From The Medical Letter, July 24, 1959 


Iron per Approximate Approximate 
tablet cost per tablet cost /100 mg. iron 
65 mg. l¢ 1.5¢ 
65 mg. 1.5¢ 2.3¢ 
50 mg. 9¢ 18¢ 
40 mg. 1.5¢ 3.8¢ 
40 mg. 3¢ 7.5¢ 
40 mg. 1.5¢ 3.8¢ 
67 mg. 4.5¢ 6.8¢ 
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PRESIDENT’S PAGE 


MEDICAL EDUCATION 


Is it necessary to change our standard of Medical Education as we have experienced 
them for the past fifty years? The answer is yes, without hesitation or equivocation. The rea- 
sons are quite simply expressed as competition. 

There is little doubt but what the example the men in medicine have set has been noble and 
one that youth strives and yearns to follow—now this is not 100% by any means, but by and 
large the citizens respect the Doctor and the work he has done, and is doing. There are always 
nonconformists in every profession and avocation, but thank goodness they are few among the 
medical ranks, especially in South Carolina. 

Why must there be a change in our preparatory program? Well, it now requires eight years 
...i. e., four years in academic work and four years in medicine—one or the other must give. 
Which shall it be? I prefer to think it should be the academic work. I certainly would not 
want to hear of the first two years of medicine becoming any more difficult than they are now. 

Educators through a fifty thousand dollar grant from the Rockefeller Foundation studied 
the question for Boston University over a two year period, and made a recommendation for a 
six year program for medical education . . . “the new plan described as a program of general 
education with medicine as a major.” 

There would be two years in the School of Liberal Arts and no course would be repeated 
that was received in High School, which would also apply to medicine, and elective studies 
would be emphasized. 

A “tutorial system” would be instituted with each student having a monitor for the liberal 
arts and another for the medical sciences. 

When certain students withdraw, then their places would be filled by the conventional four 
year medical student. 

During the medical part of the curriculum, two-thirds of the class will take medical sub- 
jects and one-third electives during each third of the year. During each one-third of the 
final year one-third of the students will take electives, one-third a clinical clerkship in medicine 
and surgery and one-third will participate in the school’s ecology program—one month each 
of pediatrics, psychiatry, obstetrics and home care. 

Summer sessions will be used primarily to teach the humanities and non-medical sciences until 
the sixth year, when the student may also elect courses in medicine or research. Large blocks 
of time will be left open each year for a variety of electives, including courses in religion, 
ethics, music, literature and history. “ 
Small-group instruction will be stressed, rather than large, formal lectures. 

An integral part of the plan is a residence in which all students, male, female, married and 
single, can live preferably among some members of the faculty. Intermingling among the vari- 
ous age levels including social and sports programs, is expected to expedite the student’s ad- 
justment. 

The reason for this change is as stated—competition. Medicine is losing men of fine caliber to 
other professions because of the long road and many years in preparation through internship, 
residences, military service, etc. We must and will make a change until we find it unwise 
and unprofitable, not financially, but service-w‘se for the benefit of humanity. 
William Weston, Jr. 











SYSTEMIC USE OF 
VASOCONSTRICTORS IN 
RESPIRATORY INFECTION 

The ephedrine type of vasoconstrictor has 
well established value in bringing about 
temporary relief of nasal congestion. Direct 
application to the nasal mucosa of weak solu- 
tions of chemical variants such as phenyle- 
phrine (Neo-synephrine) are generally free 
from complications so long as they are used 
discreetly. Their excessive use and their com- 
bination with numerous other drugs has led 
to highly undesired disturbances of the nor- 
mal functions of this sensitive, ciliated 
mucosa.’ Another approach to the problem has 
been offered by the recent introduction of 
several new preparations in which vaso- 
constrictor or pressor drugs are taken orally. 
This appears to be symptomatically effective 
and certainly moves the problem of side- 
effects from the nasal mucosa to such areas as 
the cardio-vascular system. For the normal in- 
dividual, moderate systemic doses of these 
agents should present little hazard and this can 
be based on experience with the extensive 
public use of the same group of drugs as “pep 
pills” and “reducing tablets”. Some concern 
can be indicated, however, for the hyper- 
tensive in border-line cardiac failure. There is 
a therapeutic incompatibility introduced when 
these agents are combined with anti-hista- 
minics, most of which have a distinct atropine- 
like action. Atropine actively paralyses the 
vagal control of cardiac rate and this, by vir- 
tue of pressor-receptor reflexes, is the most 
important protective mechanism preventing 
tachycardia in the presence of abnormally ele- 
vated arterial pressure. The individual in pre- 
carious cardiac balance might be well advised 
to ration these oral treatments for nasal con- 

gestion. 


1. Editorial. J.A.M.A. 169: 956, 1959. 
—R. P. Walton, M. D. 


FLUO RIDES AGAIN 
According to The State, “the town of 
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Winnsboro, with approximately 5,000 water 
customers, recently became the 16th public 
water supply in South Carolina to add fluoride 
to the water to fight tooth decay. Shaw Air 
Force Base, also adds the fluoride. 

The battle to add the fluoride to Columbia’s 
water supply seems to have gotten some sort 
of postponement in the face of two other big 
public programs: annexation and tax reassess- 
ment. But with water supplies of 1,903 Amer- 
ican cities and towns having sufficient natural 
fluoride, Science Service in Washington notes 
that one out of every three people in the 
country using central water supplies now 
drinks fluoridated water.” 

Over in Lancaster the story is reversed. After 
having employed fluoridation for the city water 
supply for some time, the City Council de- 
cided to abandon the practice. Why this step 
was taken is not clear from newspaper ac- 
counts. One local physician was strongly op- 
posed to fluoridation (as was one local chiro- 
practor) while others supported with vigor a 
return to earlier practice. City Council seemed 
unimpressed by an imposing array of evidence 
from the best medical sources. Could there be 
politics involved? 





CORRESPONDENCES 





July 24, 1959 
Dear Dr. Waring: 

The Medical and Chirurgical Faculty of the State 
of Maryland (Maryland State Medical Association ) 
has, for many years, expressed concern over the in- 
roads the Veterans Administration Hospitals are 
making into the realm of the private practice of medi- 
cine. In order to combat the fantastic growth of treat- 
ment of non-service connected ailments of veterans, 
the Faculty has passed many resolutions condemning 
this practice and urging that something concrete be 
done to curtail or stop this insidious growth. 

The Faculty’s House of Delegates at its 1959 
Annual Meeting passed a resolution that all com- 
ponent medical societies of the American Medical 
Association be contacted and urged to support the 
Faculty’s stand in this respect. 

As a result of a letter sent to every A.M.A. com- 
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ponent medical society, eleven answers have been re- 
ceived all in the affirmative. 

It is anticipated that other societies will also reply 
in the affirmative and that full support to this pro- 
jected concerted action will be forthcoming from them 
as well. 

I sincerely hope that you will see fit to publish this 
letter and alert your readers to the steps that are 
being contemplated along these lines, not the least 
of which is the hope that an appropriate resolution 
will be introduced in the A.M.A.’s House of Delegates 
at its clinical session in Dallas in December. 

Sincerely, 
Amos R. Koontz, M. D., Chairman 
Committee on Veterans’ Medical Care 


A letter from a politically oriented relative in 
Virginia: 
August 10, 1959 
. .. They are going to try to ram a bill through 
this next session of the General Assembly making it 
compulsory to have polio shots. From the information 
we have been able to gather so far, nobody is sure 
just how many shots are a guarantee of immunity, or 
even if it won’t be necessary to have one every year. 
Furthermore, nobody has yet proven that polio is 
contagious. So far, I would be dead against such 
legislation, which sounds to me like more socialized 
medicine. And more infringement on_ individual 
liberties. But I would like to hear from you, how you 
feel on the subject, and if you have any information 
that we could use in debate. We really need it, as 
this is going to be a real fight. . . .” 


“ 





Dear 

I’m afraid I’m not much help on the polio question, 
as I seem to be on the other side. As with most medi- 
cal questions, nothing is absolute about the polio 
vaccine, but everything points to its efficacy. The 
safety factor is in the clear; the completeness of 
immunity is not utterly assured in every case, but 
then neither is it with any other inoculation, human 
responses being what they are. 

Polio is probably not contagious in the usual sense, 
hut certainly it is communicable. The virus can be 
found in the intestinal tract of patients, and probably 
spreads very much as does the typhoid germ. The ap- 
pearance of epidemics points definitely to the spread 
under conditions favorable to the virus. 

The question of compulsion seems to me to be 
rather academic-political. I know many people feel 
that they should retain the privilege of achieving ill 
health or suffering death rather than be forced to do 
something which, because of their lack of knowledge, 
seems unnecessary to them. I'm afraid I am not very 
democratic in such matters, if democratic privilege 
means leaving to the judgement of “the people” a 
decision in things about which they know very little, 
especially when reliable expert guidance is available. 
If we are to abandon legal compulsion for the good 
of the population, we would have to give up small- 
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pox and diphtheria vaccination, pasteurization, 
chlorination, fluoridization, and the common practices 
of sanitation, as well as necessary quarantine and a 
great many tried and proven measures which have 
had an enormously beneficial effect on public health. 

North Carolina has passed a compulsory polio vac- 
cination law, and I think it is a sound step, especially 
since the public has been so utterly apathetic about 
utilizing a measure which has been shown to be safe 
and efficacious by and large. Since polio vaccination 
is a young procedure, there are naturally some un- 
certainties about the necessary number of doses and 
the duration of protection, but in a little while larger 
experience should allow more accurate statements. 

Obviously, I suppose, if Virginia makes immuniza- 
tion compulsory, she must furnish without cost to the 
indigent (who are generally the most delinquent in 
such matters) the means of obtaining the vaccine. 
Even so, the cost is cheap to anybody in a population 
which takes spending for luxuries as a first considera- 
tion. Advice and admonition to the public have not 
been effective. Perhaps it is time for healthy com- 
pulsion. 

This is not “Socialized Medicine” and I do not 
think that any doctor but a bigoted doctor would 
consider it so. As you probably know, the American 
Medical Association, which fights socialized medicine 
with tooth and toenail (and rightly so) puts the 
business of furthering polio immunization among its 
chief objectives. Therefore, as a member of that and 
other medical bodies, I would suggest that by now 
you are completely converted to a change of heart 
and realize that you have an opportunity to help the 
cause of public health. . . . 

Yours — Etc. 





NEWS 





AIKEN COUNTY NEWS 

Recently Dr. R. L. Worrell joined Dr. Brodie in 
the general practice of medicine at Wagner, S. C. 
Dr. Worrell is a graduate of the Medical College of 
South Carolina and recently completed his internship 
at the Columbia Hospital at Columbia, S. C. He is a 
native of South Carolina. 

Dr. Gerald Burroughs who was formerly in practice 
at Jackson, S. C. has left to enter a residency in psy- 
chiatry at the Medical College of Georgia in Augusta, 
Ga. His practice has been taken over by Dr. R. N. 
DeVore and his wife, Dr. Margaret DeVore. Both 
Drs. DeVore are natives of South Carolina, and are 
graduates of the Medical College in Charleston. Prior 
to coming to Jackson they had been in private prac- 
tice in Oceana, West Virginia. 


TWO TO HOSPITAL STAFF 
Dr. Lloyd B. Kingsbery and Dr. Jarl B. Nordman 


have been appointed as orthopedic surgeons at the 
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Veterans Hospital in Columbia the management an- 
nounced recently. 

Dr. Kingsbery, native of Georgia, received his MD 
degree from the USC School of Medicine, Los 
Angeles, Calif. in 1939. Before joining the VA, he 
was the head of the Orthopedic Department, La Lima 
Hospital on the north coast of Honduras for five years. 
He engaged in private practice for approximately six 
years in Fort Worth and Waco, Tex., and Los 
Angeles. Just prior to his appointment, Dr. Kingsley 
was employed by the Kaiser Foundation, Oakland, 
Calif. 

Dr. Nordman is a native of Finland. His MD is from 
the University of Helsinki Faculty of Medicine, Hel- 
sinki, Finland, in 1939. 

Dr. Nordman was engaged in private practice for 
three years in Kuopio, Finland, and Verbeg, Sweden. 
Prior to his appointment at this hospital, he was en- 
geged in private practice in Ohio. 


DRS. SMITH, SHEALY TO OPEN OFFICES 
IN EASLEY 

Dr. and Mrs. George F. Smith, recently from 
Blytheville, Ark., arrived in Easley in August. Dr. 
Smith has just completed two years service with the 
Air Force and at the time of his disch: rge held the 
rank of Captain. 

Dr. Smith and Dr. Gibson Shealy of Bamberg plan 
to begin their medical practice as soon as the new 
office building which they will occupy on Alfred 
Road, near the Easley Baptist Hospital, is completed. 

A graduate of Easley High School and Wofford 
College, Dr. Smith received his medical degree from 
the Medical College of South Carolina, and served his 
internship at General Hospital, Greenville. 

Dr. Shealy is a graduate of Presbyterian College, 
Clinton, and the Medical College of South Carolina. 
He also interned at General Hospital, Greenville, and 
was also associated with Dr. Smith while with the 
Air Force at Blytheville, Ark. 


Dr. Robert Lee Sawyer, M. D. opened offices at 
Saluda July 1 in the office formerly occupied by Dr. 
Robert J. Outlaw. 

Dr. Sawyer, a native of Johnston, graduated from 
the University of South Carolina and the Medical 
College of South Carolina. 

While at the Medical College he was president of 
the senior class and student body. 


The town of Salley joined hands with the town of 
Wagener August 26 in paying homage to Dr. J. H. 
Brodie, beloved physician who has served this section 
of the state for forty-three years. The affair was held 
in the Wagener High School cafeteria, which is a large 
building and considered adequate for the immense 
crowd expected. However, everybody couldn't get in 
at one time. They kept coming and Dr. Brodie, who 
admits to being seventy-two, looks twenty years 
younger and showed no fatigue after shaking the 
many hundreds of hands and receiving countless hugs 


402 THE JOURNAL OF THE SOUTH CAROLINA MFpicaL ASSOCIATION 








of affection from those whom he has helped in their 
hours of sickness and pain through the years. He 
stood tall and tanned, with touches of silver in his 
dark hair, and a look of surprise in his keen eyes, as 
the multitude descended and surrounded him with 
their affection. It must have been a_ wonderful 
moment for him, realizing that so many people loved 
him and came out to be sure that he knew it. 

Also being honored on this happy occasion was Dr. 
Robert Worrell, the new doctor who was being wel- 
comed to Wagener and who has set up office in the 
new medical building being erected near Dr. Brodie’s 
office. He is being received enthusiastically and can- 
not doubt the warmth of his welcome, not onlv from 
Wagener folks but throughout the large area he will 
serve. His coming will give Dr. Brodie a bit more 
time to go hunting and fishing and ease the heavy load 
of responsibility he has carried for so long. But Dr. 
Brodie will never be able to retire. Cars will go right 
on lining up in front of his office, and he will continue 
to listen to what hurts folks, to give shots, tie up 
wounds, and bandage cut knees. 

Dr. Brodie is not only a physician, he is an institu- 
tion, a way of life, a shoulder to lean on. He has al- 
ways faced life with courage and death with sym- 
pathetic understanding and his tender hands have 
lifted and soothed and healed. 

In my opinion, the greatest man in the world is 
THE COUNTRY DOCTOR, who takes care of all of 
you and doesn’t specialize on just certain parts. Who 
gives all of his life to easing pain and patching folks 
up so they can live long useful lives. I say with all 
sincerity that to the vast multitude of people who 
know Dr. Brodie and call him “our doctor”, he is 
THE GREATEST COUNTRY DOCTOR IN THE 
WORLD. 

Aiken Standard and Review 


The recent appointments of Dr. John H. Ricken- 
backer and Dr. John T. Daves were announced today 
by the management of the Veterans Hospital in Col- 
umbia. Dr. Rickenbacker is a 1954 graduate of the 
U. N. C. School of Medicine. His post graduate train- 
ing and experience includes a one-year rotating intern- 
ship at City Memorial Hospital, Winston Salem, N. C.; 
one-year residency training at Charlotte Memorial Hos- 
pital, Charlotte, N. C. in pathology and, prior to his 
appointment at the Veterans Hospital, he was com- 
pleting a three-year residency in general surgery at 
Charlotte Memorial Hospital. Dr. Rickenbacker served 
in the Armed Forces from 1952 to 1956. He is mar- 
ried and will live in Columbia. Dr. John T. Daves 
received his M. D. degree from the University of 
Maryland, Baltimore, Md. in 1917. He completed a 
two-year internship in surgery at the University of 
Maryland Hospital and St. Joseph’s Hospital in Balti- 
more. Dr. Daves served approximately two years in 
France with the U. S. Army Medical Corps during 
World War I and also served as a medical examiner 
for Selective Service in 1941. He has been in the 
practice of medicine for approximately 40 years. He 















was a staff member at the Florida State Hospital at 
Chattahoochee for three years and has been in private 
practice in Danville, Va. and Brunswick, Ga. He is 
a member of the state medical societies of Virginia 
and Geergia, the Southern Medical Association, and 
the AMA. 


OUR LOCAL DOCTORS 


From time to time we point out the criticisms of 
men in the medical field just as we do those of mem- 
bers of other professions. 

Not so many years ago, one of the country’s leading 
family doctors criticized the trend toward specializa- 
tion and expressed the belief that what this country 
needed was more old-time family doctors who took 
the time to know their patients, their families, and 
who understood their emotional problems, as well as 
their physical ones. 

We are glad to say that in Hartsville, we believe 
our doctors have not fallen in with the modern trend 
to an objectionable extent. 

The charities and kindnesses performed by doctors 
in the local area should be pointed out in this con- 
nection. 

Many a little child, or poor family which could not 
afford proper medical attention, has been treated free 
by local doctors. Little publicity is given these events, 
hut many doctors in this area are performing such 
humanitarian services daily. 

The Messenger wishes to point out that the doctors 
in any community can render services which are not 
second to those of any other group. It can even be 
said that the spirit prevailing in the medical fraternity 
in any community has a major influence on the entire 
life and future of that community. 

In Hartsville, we are blessed with above-average 
ability and many kind hearts in the medical profession, 
and this is one of our greatest blessings. 

—The Hartsville Messenger 


Dr. Sarah T. Morrow, Chester County Health 
Officer for the past six years, has been awarded a 
U. S. Public Health Service Traineeship for advanced 
study at the School of Public Health University of 
North Carolina, Chapel Hill. Dr. Morrow is on leave 
of absence, starting September 15, and expects to re- 
turn to Chester upon completion of her training, 
September 1, 1960. 

Six practicing physicians in the Chester area have 
agreed to serve for one month each as director of the 
Health Center to leave the office open for Dr. Mor- 
row’s return. The six physicians will act as clinical 
directors in supervisory capacities until March. 

Dr. Morrow, a Charlotte native received a B. S. 
degree in medicine from the University of North Caro- 
lina and was graduated with the medical doctor’s de- 
gree from the University of Maryland in 1944. Follow- 
ing a rotating internship at Charlotte Memorial Hos- 
pital, Dr. Morrow took advanced training in Pedi- 
atrics at Atlanta’s Grady Hospital. 
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“I tell you mayor this area should be rezoned, it’s 
lowering the morale of my patients.” 


Her husband, Dr. T. Lacy Morrow, and their six 
children, have moved to Chapel Hill, where they will 


reside during Dr. Sarah Morrow’s traineeship. 


Dr. and Mrs. Edwin R. Young of Due West will 
leave for missions work in Pakistan, representing the 
Associate Reformed Presbyterian Church. Their entire 
support will come from Young Memorial ARP Church, 
Anderson. 


Dr. James W. Hellams, a native of Gray Court, has 
opened offices in Fountain Inn for the general practice 
of medicine. 

Dr. Hellams graduated from Gray Court-Owings 
High School and attended Wofford College, Howard 
College, and was graduated from the Medical College 
at Charleston. 

He served as a captain in the U. S. Air Force for 
two years at Okinawa and in New Mexico. 

The opening of his office took place September 1. 


Dr. G. A. Hennies, Chester County physician for 
some 25 years, has resigned, effective Oct. 1, to re- 
tire to his home at Junaluska, N. C. 

His resignation was given to the Cheaier County 
Board of Commissioners two weeks ago. He has 
practiced 49 years. 


Cecil C. Ram, M. D. has announced the opening 
of his office for the practice of Urology at No. 4 Ram 
Building, 138 Laurens Street, N. W., Aiken, S. C. 
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DR. YOUNG HAS JOINED DR. PROPST 

Dr. William F. Young has announced his association 
with Dr. Charles Propst in the general practice of 
pediatrics. He will work with Dr. Propst at his office, 
21 E. Calhoun St., Sumter. 

A native of Florence, Dr. Young attended Florence 
High School and the University of North Carolina, 
receiving an AB degree at the latter. He attended the 
medical school at the University of Pennsylvania in 
Philadelphia and interned at Pennsylvania Hospital 
there. After spending two years stationed in Texas 
with the Air Force, Dr. Young returned to Philadelphia 
and spent the last two years specializing in pediatrics 
at Children’s Hospital and completing his residency. 











DR. J. J. GRAHAM 
Dr. James J. Graham died at his residence in 
Marion after a lingering illness. 
Dr. Graham was a well-known Negro physician who 
served Mullins and Marion County 41 years. 
He recently was chosen as doctor of the year by his 
associates in recognition of his services. 


DR. WALTER H. WATSON 

Dr. Walter H. Watson, 43, died August 15 after a 
brief illness. 

A native of Batesburg, he was educated in schools 
of Charleston, Porter Military Academy, Furman 
University and Medical College of S. C. 

Dr. Watson interned at St. Francis Hospital in 
Greenville and was in the Medical Corps during World 
War II. He returned to Greenville in 1946 and prac- 
ticed medicine until his death. 

DR. JOSEPH WARREN WHITE 

Dr. Joseph Warren White, nationally known ortho- 
pedic surgeon suffered a heart attack and died 
recently while swimming off Waikiki. 

A Staff Member of all major Honolulu hospitals, 
Dr. White retired in April, 1957, as chief surgeon 
of the Shriners’ Hospital for Crippled Children after 
33 years service at Shriners’ hospitals in Honolulu and 
in Greenville, S. C. 

Born March 2, 1892 in Boston, Mass. to Dr. and 
Mrs. Herbert Warren White, he was a graduate of 
Roxbury Latin School, Mass., and the Harvard School 
of Medicine, receiving his doctor’s degree in 1917 
after interning at Quiriqua Hospital, Guatemala. 

He joined the Navy as an assistant surgeon in 1917 
and served at sea for two years. He then studied 
orthopedic surgery and became head of Chelsea Naval 
Hospital orthopedic service until 1923, when he re- 
signed from the Navy. 

He entered private practice for a year, joined the 
Massachusetts General Hospital staff, then from 1924 
to 1927 was chief surgeon of the Shriners’ Hospital 
for Crippled Children in Honolulu. 


In the years since, Dr. White headed the Shriners’ 
Hospital in Greenville and was technical advisor for 
crippled children to the South Carolina State Board 
of Health until 1946. He was with the Oliver General 
Hospital in Augusta, Ga., until 1949. 


Until recent years he was at Tripler Army Hospital, 
Hale Mohalu in Pearl City, Kuakini Hospital, the 
Jueens Hospital and others. 


In earlier years he also instructed in orthopedic 
surgery at Harvard, Duke University. 


He was a member and past president of the Ameri- 
can and Western orthopedic associations, and past 
officer of Pan Pacific Surgical Assn., American Acad- 
emy Orthopedic Surgeons, and member of La Societe 
Internationale de Chirurgia Orthopedique, Hawaii 
Medical Association, and the Orthopedic Forum 
American Assn. 





ANNOUNCEMENTS 








PAPERS REQUESTED FOR 
SCIENTIFIC PROGRAM 
FOR STATE MEETING 


Dr. William H. Prioleau 
August 12, 1959 


The Scientific Program for the annual meet- 
ing of the South Carolina Medical Association, 
May 18-19, 1960 is now being prepared. The 
present plan is to have five panel discussions. 
A number of prominent out of state speakers 
are being invited to be on the panels. The out 
of state speakers are also being invited to give 
papers on a subject of their choice. According 
to the present plan, there will be sufficient time 
for several short papers by members of the 
South Carolina Medical Association. Offerings 
are invited. It is requested that an abstract of 
the proposed paper be sent to the— 


Committee on Scientific Program 
Dr. William H. Prioleau, Chairman 
158 Rutledge Avenue 

Charleston, South Carolina 











Duke University Regional Center for the Study 
of Aging 
Durham, N. C. 
FIRST ANNUAL CONFERENCE ON 
GERONTOLOGY 
November 19, 20, 21, 1959 

The first Conference will emphasize basic biological 
and medical aspects of the problems of aging. The 
second Conference will emphasize social and eco- 
nomic aspects of aging problems. 
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The proceedings of the Conferences, including the 
major papers and formal discussions will be pub- 
lished. 

All sessions will be held at Page Auditorium, West 
Campus, Duke University. 


UNC SCHOOL OF MEDICINE 
THIRD ANNUAL SYMPOSIUM 
NOVEMBER 24-25 — CHAPEL HILL 
Postgraduate Course in Diabetes Mellitus 
and Problems in Kidney and Electrolyte Disturbances 
Small Group Teaching and Panels as well as Lectures 
Staffed by the Division of Metabolism, with 
Dr. Max Miller, Western Reserve School of Medicine, 
as Guest Participant. 

A block of tickets to the Carolina-Duke game on 
November 26 has been reserved until September 1 
for those attending. Send checks ($4.50 plus 25c for 
mailing) to UNC Athletic Ticket Office, Box 109, 
Chapel Hill, mentioning the Symposium. Accommoda- 
tions will be limited. 


MEDICAL COLLEGE OF GEORGIA 
and 

MEDICAL COLLEGE OF GEORGIA 

FOUNDATION, Inc. 
Present 
Their Full Post-Graduate Courses 
FRACTURES IN GENERAL PRACTICE 

December 1, 2, 3, 1959 


AMA COUNCIL ON NATIONAL DEFENSE 
ANNOUNCES 

MEDICAL CIVIL DEFENSE CONFERENCE 

NOVEMBER 7-8, 1959, CHICAGO, ILLINOIS 

The Council on National Defense, American Medi- 
cal Association, is sponsoring the tenth annual con- 
ference of the County Medical Societies Civil De- 
fense Organization. The conference will be held at 
the Morrison Hotel, Chicago, Illinois on November 
7-8, 1959. 


The Program 


These yearly conferences are planned to inform and 
otherwise assist medical and health personnel for their 
respective roles in disasters. Conferees have the op- 
portunity (1) to participate in workshop sessions 
concerning medical preparedness to cope with dis- 
asters, (2) to discuss and exchange information deal- 
ing with emergency medical services, (3) to be in- 
formed on the availability of pamphlets and articles 
devoted to the medical and health aspects of civil de- 
fense, and (4) to hear outstanding speakers report on 
appropriate civil defense and disaster topics. 
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THE AMERICAN FRACTURE ASSOCIATION 
20TH ANNUAL, MEETING, 1959 
November 1, 2, 3, 4 
ACCEPTABLE FOR CATEGORY NO. 2 
American Academy of General Practice 
Louisiana Academy of General Practice 
The Twentieth Annual Meeting of the AMERICAN 
FRACTURE ASSOCIATION will be held in New 
Orleans, Louisiana . . . Hotel Roosevelt . . . November 
1, 1959, through November 4, 1959, with an optional 
trip the morning of November 5th to the Leprosarium 

at Carville, Louisiana. 

SECURE RESERVATIONS DIRECTLY FROM 
THE ROOSEVELT HOTEL IMMEDIATELY FOR 
ARRIVAL ON OCTOBER 3lst, inasmuch as the 
meeting starts at 9:00 a. m., November 1, 1959. 

Registration facilities will be available beginning 
the afternoon of October 31, 1959. The entire session 
will be held within the Roosevelt Hotel. 


AMA TO MEET AT DALLAS 
IN DECEMBER 


The scene of the American Medical Association's 
13th annual clinical session Dec. 1-4 will be Dallas, 
Texas, called “Big D” by its residents. 

Founded in 1841, metropolitan Dallas now has a 
population of more than a million persons, with some 
680,000 living in the city itself. 

Geographically situated at the center of the mid- 
continent oil fields, Dallas is headquarters for more 
than 1,000 firms in the oil production and allied in- 
dustries. 

Aircraft production, insurance, finance and banking, 
electronics, and regional wholesale distribution are 
the city’s other leading industries. It is the home of 
more insurance companies than any other city in the 
nation. 

Dallas is rapidly becoming a leading convention 
center, ranking ninth among convention cities in 1958. 
Its new Memorial Auditorium provides 110,000 square 
feet of exhibit space in addition to its other facilities 
for meetings. Dallas has over 200 hotels and motels 
with some 16,000 rooms. 

Visitors find Dallas a fashion capital, with its wide 
variety of fine stores that satisfy every taste and 
pocketbook. The city has also made its mark in the 
field of women’s wear manufacturing. 

Dallas is the home of Southern Methodist Univer- 
sity, known throughout the country for its law and 
engineering courses, theological studies, school of 
business administration, and pre-medical courses. 

The Southwestern Medical College of the Univer- 
sity of Texas, Baylor Dental School, University of 
Dallas and Dallas Theological Seminary are also 
there. It has gained fame as a medical center and now 
has 29 hospitals. The Dallas Ccunty Medical Society 
has more than 1,100 members and the Dallas County 
Dental Society more than 400. 
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The park systems of Dallas, Highland Park and 
University Park include more than 100 different parks, 
with more than 6,500 acres. They are enjoyable 
throughout the year because of the Texas climate. 
Outdoor activities are just as pleasant in mid-February 
as in August. There is only occasional snow. Dallas is 
one of the few cities in the Southwest having a zoo 
in which most of the animals are displayed in native 
urroundings. 

Dallas has a wide variety of entertainment, with 
some 70 theaters and many nightclubs and restaurants. 
There are Mexican, Swedish, Italian, German, Greek 
and Chinese restaurants. 


The November Scientific Meeting of the Columbia 
Medical Society will be held at the Hotel Columbia, 
Monday, November 9, 1959. The social hour will be- 
gin at 7:00 P. M., dinner at 7:45, and the scientific 
session will begin at 8:30 P. M. 

The guest speaker for this occasion will be Dr. 
William M. Roberts, Gastonia, North Carolina, who 
will speak on the subject “Slipped Upper Femoral 
Epiphysis”. The local speaker will be Dr. Austin T. 
Moore, whose subject will be “Self-Locking Vitallium 
Hip Prosthesis”. 

All interested physicians are cordially invited to 
attend. 


FIRST NATIONAL CONFERENCE ON 
MEDICAL ASPECTS OF SPORTS INJURIES 
TO BE HELD IN DALLAS 


The first national Conference on the Medical 
Aspects of Sports, sponsored by the American Medical 
Association will be held Nov. 30 in Dallas, Texas. 

The one-day meeting is for college and high school 
athletic directors, coaches, trainers, and doctors. 
“These are the individuals who are charged with re- 
sponsibility for the health of athletes,” said Dr. Allan 
J. Ryan, Meriden, Conn., chairman of the A.M.A. 
Committee on the Medical Aspects of Sports. 


Highlights of the program will be panel discussions 
of on-field responsibilities of the team physician and 
prevention of head injuries in athletics. Other dis- 
cussions will concern amphetamines and the attitudes 
of athletes; a medical program for high school foot- 
ball; exercise and the oxygen debt; the biodynamic 
potential of the American male; exercise and the kid- 
ney, and the pathology of trauma. 


NEW CLINICAL STUDY ON MALIGNANT 
CARCINOID 
The cooperation of physicians in nearby areas is 
requested in a study of the carcinoid syndrome 
(malignant carcinoid) recently initiated in the Clinical 
Center, National Institutes of Health, Bethesda, Md. 
This study is being conducted by the National Cancer 





Institute and has as its primary purpose a search for 
therapeutic agents that may favorably affect the course 
of the disease. The biochemical abnormalities re- 
sponsible for the physiologic manifestations mentioned 
below constitute a highly sensitive parameter of dis- 
case activity. In addition, they serve as a potential 
metabolic target. 

Recent publications have defined in detail this 
clinical syndrome. It consists of a slowly progressive 
malignant disorder which affects middle-aged or 
elderly persons. Episodic diarrhea, breathlessness, and 
flushing of the skin occur. The physical findings in- 
clude redness and telangiectasia of the skin, cardiac 
murmurs primarily affecting the pulmonic and tri- 
cuspid valves and hepatomegaly. Frequently, right 
lower quadrant surgical exploration has been _per- 
formed in the past for removal of a local carcinoid 
tumor. In spite of extensive study, there is, at the 
present time, no form of therapy which alters the 
progressively downhill course of patients with the 
carcinoid syndrome. 

It is preferred that patients be referred prior to the 
advanced bedridden stage of their illness. Accepted 
patients will be studied for varying periods of time 
and may be followed subsequently either by the 
referring physician or physicians at the Clinical 
Center. A comprehensive and individualized program 
will be instituted for each patient and will include 
appropriate supportive and symptomatic care as well 
as the above-mentioned experimental therapy. 

Physicians interested in the possibility of referring 
such patients should write or telephone: 

Dr. Charles G. Zubrod 
Clinical Director 
National Cancer Institute 
Bethesda 14, Maryland 
(OLiver 6-4000, Ext. 4346 
or 
Dr. Emil Frei, III 
Head, Chemotherapy Service 
National Cancer Institute 
Bethesda 14, Maryland 
( OLiver 6-4000, Ext. 2500) 
Clinical Center, NIH 
August 1, 1959 





FOR SALE 


GE upright fluorosecope. Little use— 
good condition. Contact: Christie Pedi- 
atric Group—13 Medical Court, Green- 
ville, S. C. 
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Octoser, 1959 


MEDICAL COLLEGE 
FOUNDERS’ DAY SYMPOSIUM AND SEMINAR 
WEDNESDAY — NOVEMBER 4, 1959 


Registration and Greetings 
Simon Baruch Memorial Auditorium 
DEMONSTRATION IN DEVELOPMENTAL DIAGNOSIS IN CHILDREN 
Dr. Gilbert Young, Assistant Professor of Pediatrics 
INFECTIONS OF THE URINARY TRACT IN EARLY CHILDHOOD 
Dr. Mitchell I. Rubin, Professor and Head of Department of Pediatrics, University of Buffalo 
School of Medicine and Physician-in-Chief of The Childrens Hospital, Buffalo, New York 
DEMONSTRATION AND DISCUSSION: CASES OF RENAL INFECTION 
we! Mitchell I. Rubin and Dr. John R. Paul, Jr., Professor and Head of Department of 
Pediatrics 
Afternoon Session: GLIMPSES OF RESEARCH 
Group participation in discussion and observation of research activities in laboratories of the 
Medical College 
a. APPLICATION OF THE STRAIN-GAUGE IN STUDYING EFFECTS OF DRUGS ON 
THE HEART 
Dr. Robert P. Walton, Professor of Pharmacology (Department of Pharmacology ) 
b. ISOTOPES IN DIAGNOSIS 
Dr. Maria G. Buse, Instructor in Chemistry ( Radiosotope Laboratory ) 
c. AMPLIFICATION OF HEART SOUNDS 
Dr. Dale Groom, Assistant Professor of Medicine (Heart Sound Laboratory ) 
d. SLUDGE BLOOD 
Dr. Melvin H. Knisely, Professor of Anatomy (Department of Anatomy ) 
ce. FLUORESCENT TECHNIQUES IN IDENTIFICATION OF CANCER CELLS 
Dr. Harold R. Pratt-Thomas, Professor of Pathology (Department of Pathology ) 
1. THE ARTIFICIAL KIDNEY 
Dr. Arthur V. Williams, Assistant Professor of Medicine (Saul Alexander Renal Research 
Center ) 
2. THE BALLISTOCARDIOGRAPH 
Dr. Peter C. Gazes, Assistant Professor of Medicine and Pharmacology (Department of 
Pharmacology ) 
3. THE CLEFT PALATE 
Dr. Robert F. Hagerty, Assistant Professor of Plastic Surgery (Cancer Clinic ) 
1. ATHEROSCLEROSIS AND FAT METABOLISM 
Dr. Edwin Boyle, Associate in Medicine (Lipid Metabolism Laboratory ) 
5. CARDIAC BY-PASS PUMP 
Dr. Wendell B. Thrower, Assistant Professor of Surgery (Surgical Research.Laboratory ) 
FOUNDERS’ DAY 
THURSDAY — NOVEMBER 5, 1959 
CANCER CONFERENCE: CASE PRESENTATIONS 
Dr. John C. Hawk, Associate Professor of Surgery ( Hospital Amphitheater ) 
GREETINGS—Simon Baruch Memorial Auditorium 
SURGICAL TREATMENT IN STERILITY AND INFERTILITY 
Dr. Edward J. Dennis, III, Assistant Professor of Obstetrics and Gynecology 
OUTPATIENT GYNECOLOGIC DIAGNOSIS 
Dr. John C. Weed, Clinical Associate Professor of Obstetrics and Gynecology, Tulane School 
of Medicine 
EVALUATION OF LABORATORY METHODS IN THE DIAGNOSIS AND TREATMENT 
OF LEUKEMIA 
Dr. Albert C. Cannon, Assistant Professor of Clinical Pathology 
Alumni Luncheon—Alumni Memorial House 
CONCEPTS OF PSYCHOSOMATIC MEDICINE 
Dr. Joseph Hughes, Professor of Psychiatry, Woman’s Medical College of Pennsylvania 
SOME FUNCTIONAL CARDIAC STATES 
Dr. John A. Boone, Professor of Medicine 
SURGICAL CARDIOVASCULAR THERAPY 
Dr. Wendell B. Thrower, Assistant Professor of Surgery 
Alumni Reception—Francis Marion Hotel 
FOUNDERS’ DAY BANQUET—Francis Marion Hotel 
“A Doctor in Our Town”—Auxiliary to the Greenville Medical Society 
Address—Dr. Leland §. McKittrick, Clinical Professor of Surgery, Harvard Medical School 
Chairman, Council on Medical Education and Hospitals, American Medical Association 


FRIDAY, NOVEMBER 6, 1959 
SOME ASPECTS OF CHRONIC PYELONEPHRITIS 
Dr. Cheves M. Smythe, Assistant Professor of Medicine 
IS BLOOD PRESSURE REDUCTION IN PATIENTS WITH HYPERTENSION A SIG- 
NIFICANT ACHIEVEMENT? 
Dr. John H. Moyer, Professor of Medicine and Chairman of the Department of Internal 
Medicine, Hahnemann Medical College 
CUSHING’S SYNDROME: CASE PRESENTATIONS 
Dr. John F. Buse, Assistant Professor of Medicine 
ROUND UP CONFERENCE 












SOUTHEASTERN REGIONAL MEETING 
OF AMERICAN COLLEGE OF PHYSICIANS, 
TO BE HELD IN COLUMBIA, OCTOBER 30 AND 31. 


A cordial invitation is extended to all interested in internal medicine. No registration fee. 


Friday, October 30, 1959 
9:00—Long-Term Follow-Up of Patients Treated with Amphotericin B. 
James C. Crutcher, M. D., Chief, Medical Service, Veterans Administration Hospital, 
Atlanta 
9:20—Tumors of the Small Bowel with Illustrative Case. 
Charles R. Holmes, M. D. ( Associate ), Columbia 
9:40—Homologous Serum Hepatitis Occurring in Laennec’s Cirrhosis. 
Julius Wenger, M. D. (Associate), Medical Service, Veterans Administration Hos- 
pital, and Emory University School of Medicine, Atlanta. 
10:00—Management of Delirium Tremens with Preliminary Observation Using Trifluoperazine. 
N. B. Baroody, Jr., M. D. (by invitation) and W. G. Baroody, M. D. (Associate), 
Florence. 
:20—The Atypical Atrial Septal Defect. 
Leonard S. Sommer, M. D. (Associate), Asst. Professor of Medicine, University of 
Miami School of Medicine. 
10:40—Coffee Break 
11:00—The Clinical Significance of High Amylase Values. 
J. H. Hilsman, M. D., Atlanta. 
11:20—The Hereditory Tendency and Clinical Significance of Polycystic Renal Disease. 
Nicholas A. Tierney, M. D.( F.A.C.P.), Miami Beach. 
11:40—Percutaneous Retrograde Cerebral Sinography. 
Louis L. Battey, M. D. and George W. Smith, M. D., Depts. of Medicine and Neuro- 
surgery, Medical College of Georgia. 
12:00—Pulmonary Embolism and Thrombophlebitis—Illustrative Cases. 
Paul W. Boyles, M. D. and Franz H. Stewart, M. D. ( F.A.C.P.), Miami. 
12:20—Clinical and Experimental Evidence for Digitalis Induced Hyperkalemia. 
A. Calhoun Witham, M. D. (Associate), Associate Professor of Medicine, Medical 
College of Georgia. 
12:40—Meeting Adjourned. 


1¢ 


~~ 


Saturday, October 31, 1959 
9:00-—Meningococcemia—A Cause of Prolonged Fever. 
Robert J. Hoagland, Colonel, MC., Chief, Dept. of Medicine, Martin Army Hospital, 
Fort Benning. 
:20—Multiple Myeloma: A prototype Protein Proliferative Disease with protean clinical and 
laboratory manifestations. 
M. W. Dexter, M. D., Ph.D. (Associate); A. H. Lawton, M. D., Ph. D., Sc. D.; 
R. L. Davis, Sc. D.; E. B. Stewart, M. A.; and M. B. Cole, M. D. (F.A.C.P.), Vet- 
erans Administration Center, Bay Pines, Florida. 
9:40—Value of Kidney Biopsy in the Diagnosis of Renal Disease. 
C. M. Smythe, M. D. (by invitation) and A. V. Williams, M. D. (Associate), 
Assistant Professors of Medicine; Forde McIver, M. D. (by invitation), Assistant 
Professor of Pathology and Kenneth M. Lynch, Jr., M. D. (by invitation), Professor 
of Urology, Medical College of S. C. 
:00—Digitalis Sensitivity in Chronic Pulmonary Insufficiency. 
C. W. Silverblatt, M. D.; G. L. Baum, M. D. (F.A.C.P.) and M. M. Dick, M. D. 
(F.A.C.P.), Veterans Administration Hospital, Coral Gables. 
10:20—Cardiac Massage in Acute Myocardial Infarction. Report of a Case and a Review of the 
Literature. 
Wm. M. Straight, M. D.; Robert Litwak, M. D. and John C. Turner, M. D., Miami. 
10:40—Coffee Break. 
11:00—The Choice of a Diuretic Agent, with Special Reference to the Heterocyclic Sulfo- 
namides. 
James A. Kemp, M. D., Instructor, Dept. of Medicine, Medical College of Georgia. 
:20—Internal Medical Aspects of Chorioretinitis with special reference to Toxoplasmosis. 
Hugh H. DuBose, M. D. ( Associate ), Columbia. 
:40—Agranulocytosis Associated with Acetaszolamide ( Diamox ). 
*. G. Hoffman, M. D. (by invitation); S. L. Zimmerman, M. D. (F.A.C.P.) and 
J. D. Reese, M. D., Veterans Administration Hospital, Columbia. 
12:00—Asymptomatic Pulmonary Alveolar Proteinosis. 
George V. Irons, Jr., Captain; William E. Furst, Captain; Bertrand M. Bell, Captain, 
USAF (MC) Medical Service, 1710th United States Air Force Hospital, Donaldson 
Air Force Base, S. C. 
12:20—The Clinical Implications of Sclerosis of the Aorta and its Cephalic Branches. 
Ellison Richards Cook, III, M. D. ( F.A.C.P.), Savannah. 
12:40—Meeting Adjourned. 
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Dr. Lull presents Award of Merit from the Ameri- 
can Medical Education Foundation to Dr. William 
Weston, Jr., president of South Carolina Medical 
Association. 


A PLAN OF ACTION TO LIMIT FEDERAL 
MEDICAL CARE OF VETERANS TO 
SERVICE-CONNECTED DISABILITIES 


The Association of American Physicians and Sur- 
geons for many years has advocated that the Veterans 
Administration Act be revised to provide for govern- 
ment paid medical and hospital care of veterans to 
those with service-connected disabilities only. 

The House of Delegates of the Medical and 
Chirurgical Faculty of the State of Maryland proposes 
a plan to achieve this objective. The plan is outlined 
in the following letter: 

“The House of Delegates of the Medical and 

Chirurgical Faculty has endorsed the recom- 

mendations of its Committee on Veterans Medi- 

cal Care and resolutions which were passed at 

the annual meeting of the House in 1957 and 

again in 1958. This year, 1959, the House again 

expressed its endorsement of the following 
recommendations: 

“1. Limit Federal medical care of all veterans 
to service-connected disabilities. 

2. Have veterans with service-connected dis- 
abilities cared for by the Armed Forces Hes- 
pitals or by local civilian hospitals on a 

S. Public Health 

Service hospitals might also be used to a 


Hometown Care basis. U. 


limited extent. 

“3. If and when Number 1 and Number 2 are 
accomplished, a study be made from the 
State level as to the disposition of the Vet- 
erans Administration hospital facilities. Con- 
sideration should be given to turning them 
over to the States, possibly as hospitals for 
tuberculosis and neuro-psychiatric patients. 

“These recommendations were forwarded to all 

State Medical Societies in 1958, as well as to the 

American Medical Association. 
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“At the 1959 meeting of the Medical and Chir- 
urgical Faculty’s House of Delegates, the House 
voted to send copies of these recommendatiins 
to all State Medical Societies again and to the 
American Medical Association, stating, ‘that we 
are very anxious to get concerted action by all 
State Medical Societies so that we will have 
some chance of getting a Congressional Hearing 
before the House Veterans Affairs Committee.’ 
“In explanation of the above, it is pointed out 
that 85% or more of the cases cared for in Vet- 
erans Administration Hospitals are non-service- 
connected cases. Several national administrations 
have stated there is no more reason for a veteran 
getting free medical service than any other citi- 
zen, unless his disability is service connected. 
This medical care costs the taxpayers almost a 
billion dollars a year. This information is con- 
tained in the Committee report to the House of 
Delegates of the Medical and Chirurgical Faculty. 
“It is felt by the House of Delegates that if a 
concerted effort is made by all State Medical 
Societies and the American Medical Association 
a Congressional Hearing could be forced and 
thereby bring to the attention of the American 
taxpayer the present state of affairs. There is 
little hope of getting any action in this matter 
without the publicity attendant upon such a Con- 
gressional Hearing; such publicity would bring 
to the attention of the taxpayer the amount of 
money being spent for taking care of veterans 
with non-service-connected disabilities and would, 
it is felt, force some action on the part of Con- 
gress. 
“Competent advice from our representatives in 
the Congress suggests that such a hearing could 
be obtained if the A.M.A., supported by all of 
the State Medical Societies, would ask for it. 
They also feel it would be futile for any one 
State Society to endeavor to obtain such a hear- 
ing. 
“There is every reason to believe that Con- 
gress is rather economy-minded at the present 
time, more so than for years. They are concerned 
about inflation. Now is the time to act. 
“It is the earnest hope of the Medical and 
Chirurgical Faculty of Maryland that your So- 
ciety will take action similar to that taken by the 
Faculty’s House of Delegates and will also urge 
the American Medical Association to join in try- 
ing to obtain the Congressional Hearing which is 
considered desirable and is the only means of 
correcting present abuses in Veterans Medical 
Care. 
Sincerely yours, 
William Carl Ebeling, M. D., Secretary” 
According to the Maryland Medical Society, ac- 
complishment of the goal of limiting federal medical 


service of all veterans to service-connected disabilities 
would eliminate about 85% of the socialized care now 
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provided veterans and would save the taxpayers al- 
most a billion dollars per year. Certainly, this is a 
worthy objective to be sought by every patriotic 
American. 

We urge each AAPS member to present the Mary- 
land plan to his county and state medical societies and 
recommend wholehearted supporting action. If all 
county, state and national medical groups will join in 
requesting a Congressional Hearing on the Veterans 
Administration Act, and ask for corrective action, we 
believe that success can be achieved. 

The following is a reprint of an article, “Veterans 
and Patriotism,” by AAPS Delegate, Amos R. 
Koontz, M. D.,* which was printed originally in 
Current Medcal Digest, April, 1959. It is a timely 
discussion dealing with the VA medical care problem 
and offers some recommendations which may be of 
assistance in appraising the issue and reaching satis- 
factory conclusions. 


VETERANS AND PATRIOTISM 
by 
Amos R. Koontz, M. D. 


It is to be expected that there would be a higher 
degree of patriotism among the veterans of our wars 
than among our citizens. Is this correct? Let us look 
into the matter. 

A little more than a year ago I was invited to make 
the principal address at the opening of a new hos- 
pital in a small town in Virginia. When the time came 
for the opening ceremonies, my invitation was re- 
scinded. I was told by one of the local doctors that 
the invitation was withdrawn because the mayor of 
the town had heard that I had written or spoken (I 
am guilty of both) against veterans getting free medi- 
cal care for non-service-connected disabilities. I don’t 
know whether the service record of the mayor was 
distinguished or undistinguished. That is incon- 
sequential. But, as chief executive of his town, what 
kind of an example of citizenship does he show if he 
favors having his fellow citizens pay his medical ex- 
penses simply because he once happened to wear the 
uniform? He may or may not have worn it proudly. 
Maybe he went into the service unwillingly. What 
would the great Virginian, George Washington, say of 
him? What would General Lee think of him? For- 
tunately he is not representative of the citizens of his 
great state. 

Unfortunately, though, he is representative of a 
great many veterans throughout this nation. A great 
many have been led to believe that because they 
once wore the uniform, they are set apart as a special 
class of citizens who should be accorded special privi- 
leges. Do they not realize that in war time everyone 
cannot wear the uniform, and that the work of many 
of those out of uniform is often just as necessary for 
victory as that of those who serve with the colors? 

It is understandable that a man of weak intelligence 
might be puffed up by the flattery of unscrupulous 
politicians seeking his vote, into thinking that he was 
something special. But how can a man of affairs, of 


integrity, of a worthwhile place in the community 
come to think that because he happens to be a vet- 
eran (among millions of others), he needs some 
special kind of treatment or special favors from the 
rest of his citizens. Such an attitude is simply sordid, 
grasping, stupid rapacity. 

Originally the law did not allow _ veterans 
with non-service-connected disabilities to have free 
medical care. In the 1920’s a law was passed allowing 
such veterans, who were unable to pay the cost of 
private care, to be taken care of in Veterans Ad- 
ministration hospitals if there was space available. It 
is common knowledge that this privilege has been 
abused in the most flagrant fashion. Men driving 
Cadillac cars have been known to drive up to VA 
hospitals and claim they were unable to pay for 
private care. Men have been admitted to veterans 
hospitals with thousands of dollars in their pockets. 
This has not always been the fault of the VA officials 
because, until recently, they had no means of de- 
termining whether a veteran was unable to afford 
private care except his own word, which had to be 
taken without question. 

The taking care of veterans with non-service-con- 
nected disabilities has caused the empire builders in 
the VA to clamor for more and more hospitals, even 
when there were plenty of vacant beds in the existing 
hospitals. Congressmen (statesmen?), anxious for the 
veterans, votes, have subserviently voted them. 

Now, however, another element has crept into the 
ever expanding VA hospital system. Just after World 
War II, Dean’s committees were established with the 
result that VA hospitals near medical schools were 
affiliated with the medical schools, and the medical 
schools furnished consultants to assist in the care of 
the patients. Together with this, the residency system 
has expanded tremendously. Now the VA officials 
openly say that they must have non-service-connected 
disability cases in order to maintain their residency 
training program. I don’t question that, but should 
this program be maintained at the enormous expense 
of the American taxpayer? We now have a shortage 
of interns in most of our civilian hospitals. If the VA 
hospitals, which now, according to the most reliable 
information, have upwards of 85% of their cases with 
non-service-connected disabilities, were compelled to 
take patients with only service-connected disabilities, 
it is obvious that most of the hospitals would have to 
close or there would be a consolidation of the hos- 
pitals into a much smaller number. Would it not be 
better, then, to eliminate the residency training pro- 
grams in veterans hospitals? This would not only 
ease the tax burden, but would make available more 
house men for civilian hospitals. 

If, as is only right and proper, only veterans with 
service-connected disabilities get free care from the 
government, then there would be little excuse for 
the existence of VA hospitals and clinics. There are 
many who feel that veterans with service-connected 
disabilities should be taken care of in Service hos- 
pitals or preferably at their homes on a home town 
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care basis. Some schedule of fees such as is used by 
MEDICARE could be worked out to cover this pro- 
gram. It would be much more acceptable to the vet- 
eran and cost the taxpayer infinitely less. We now 
spend yearly almost a billion dollars on the medical 
care of veterans. (The total VA bill is 5 billions.) If 
only veterans with service-connected disabilities were 
cared for on a home town care basis nearly all of this 
could be saved. Indigent veterans could be taken care 
of locally as are other indigents. 

Empire building often has funny excuses for its 

existence. A former chief medical officer of the Vet- 
erans Administration was heard to say that he was 
in favor of free medical care for all veterans and 
their dependents, as a means of combatting social- 
ized medicine. How silly can one get anyway? It is 
obvious to most of us that the present trend towards 
free medical care of veterans is a long step towards 
that very thing. Twenty-two million veterans and 
their dependents would mean at least half of the 
population, and socialized medicine would be a fait 
accompli. 
*Dr. Amos R. Koontz (Baltimore, Maryland) is a 
distinguished surgeon at Johns Hopkins Hospital 
and a past president of the American Military Sur- 
geons. He has long been identified with the veterans’ 
medical care problem and is a highly respected 
authority in this field. 


PRINCIPLES OF DISABILITY EVALUATION, 
by Wilmer Cauthern Smith, M. D. Pitman Medical 
Publishing Co., Limited, London. 1959. J. B. Lippin- 
cott Co. Phila. Price $7.00. 

This book deals with the philosophy and logic of 
disability evaluation. It should be of interest to those 
who handle workmen’s compensation cases and also 
those who are apt to find themselves in court as a 
medical witness. The book deals with the basic phil- 
osophy of disability, the requisites of a good medical 
report, and elucidating discussions of some of the 
legal questions which can at times prove difficult for 
the medical witness. Finally there are sections with 
specific suggestions as to the actual evaluation of dis- 
ability, however this is not tabulated as in other books 
of this nature such as “Disability Evaluation” by 
McBride. It appears to adhere to its title much more 
closely than other such volumes. The book would be 
a valuable addition to the library of anyone who at 
times becomes involved with forensic medicine. 

B. L. Freeman, Jr., M. D. 


REPORT OF THE EXECUTIVE 
DIRECTOR TO THE 
STATE MEDICAL ADVISORY 
COMMITTEE OF THE 
CRIPPLED CHILDREN SOCIETY 
OF SOUTH CAROLINA, INC. 
MAY 14, 1959 
The Crippled Children Society of South Carolina 
is in its twenty-fifth year of operation in South Car- 
olina with services provided in all sections of the 
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state and additional local services available through 
county chapters. Services including medical diagnosis 
and evaluation of the cerebral palsied, social service, 
physical, occupational, speech therapy, psychologi- 
cal evaluation, camping, recreation, and special ed- 
ucation, were given to 10,929 handicapped South 
Carolinians during the past fiscal year. 

89.7% of every Easter Seal dollar goes for service 
in South Carolina. Two per cent goes for research and 
8.3% goes to the National Society for Crippled Chil- 
dren & Adults, Inc. 

The Society supplements service at the state and 
local level without duplication of effort. Services are 
therefore tailored to fit specific needs of each commun- 
ity. Because of this policy of community cooperation, 
and because the Society offers direct service, the pro- 
gram of the Society is available to assist the cerebral 
palsied particulary and others who need help yet can- 
not receive it elsewhere. Services during the past year 
were given to the following diagnostic groups: arth- 
ritis, cerebral palsy, poliomyelitis, muscular dystrophy, 
multiple sclerosis, orthopedic, and speech disorders. 

Monthly Cerebral Palsy diagnostic and evaluation 
clinics are held at State Headquarters, 1517 Laurel 
Street, Columbia, as a state-wide service. Initial ap- 
pointments are made only on written referral from 
members of the South Carolina Medical Association 
and the American Medical Association. 

CLINICS OR TREATMENT TRAINING PRO- 
GRAMS are also sponsored by 9 county chapters in- 
cluding Aiken, Charleston, Cherokee, Greenwood, 
Greenville, Rock Hill, Spartanburg, Union. 

EDUCATIONAL SERVICES have been provided 
through seminars and workshops co-sponsored with 
state-supported colleges and universities. Special ed- 
ucation classes and home-bound teaching services are 
co-sponsored with local or county school systems in 
many areas. 

In a report given by A. L. M. Wiggins, chairman 
of the Society’s Board, the Crippled Children Society 
has granted $122,108.40 in Easter Seal funds to assist 
in the education of handicapped children in South 
Carolina during the past five years. 

INFORMATIONAL MATERIALS have been di- 
rected by the Society to the press, wire services, 
magazines, television and radio, telling how and 
where services for the handicapped are available. The 
Society has educational films available on loan and is 
providing monthly radio and television packets, pre- 
pared under the guidance of the National Society, to 
step-up year-round educational efforts. 

Individual PARENT CONFERENCES are ar- 
ranged, as requested, with parents of handicapped 
children from throughout the State. Materials also 
used for parent training are available on loan and in- 
clude audio visual aids, books, leaflets, and reprints. 

The EASTER SEAL FAMILY CAMP, sponsored 
for families of severely handicapped mentally alert 
teen-agers, is a significant event in the Easter Seal 
service program. 
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The Crippled Children Society of South Carolina 
brings INFORMATION TO PROFESSIONAL 
GROUPS through Health Career packets to High 
School principals throughout South Carolina for use 
with high school students and provided staff assstance 
in the preparation of Health and Education guide 
books. Two post-graduate scholarships have been 
given jointly by the Crippled Children Society of 
South Carolina and the National Society to enable 
the physical and occupational therapists working in 
the Charleston Easter Seal program to learn the Bo- 
bath technique of treating cerebral palsies. This 
seminar was held at the D. T. Watson School of 
Physiatrics, Leetsdale, Pennsylvania. 

Seminars for both graduate nurses and _ student 
nurses have been conducted with 1 seminar presented 
on the Bobath method for the South Carolina Chapter 
of the American Physical Therapy Association. 

Sponsored William T. Green, M. D., as guest 
speaker for the scientific section of the Annual Con- 
vention of the South Carolina Medical Association. 
Dr. Green, professor of Orthopedics at Harvard Uni- 
versity, is also Orthopedic Surgeon-in-Chief at both 
the Children’s Hospital and Peter Bent Brigham Hos- 
pital in Boston. 

Co-sponsored with the South Carolina Rehabilita- 
tion Association the first SOUTH CAROLINA EX- 
POSITION ON EMPLOYMENT OF THE PHY- 
SICALLY HANDICAPPED with live exhibits de- 
picting various vocations open to handicapped 
workers. Major General Melvin J. Maas, chairman of 
the President's Committee on Employment of the 
Physically Handicapped, was the main speaker. Over 
300 persons attended this conference in October. 

Exhibits at major professional conventions and meet- 
ings such as the South Carolina Medical Association, 
South Carolina Nurses Association, South Carolina 
Conference on Social Work, as well as others, were a 
dramatic means of disseminating information about 
the handicapped, the part specialists can play in the 
Easter Seal program and the help they may draw 
from it for their patients, clients, etc. 

The National Easter Seal RESEARCH Foundation 
receives 2% of all Easter Seal Funds raised in South 
Carolina and throughout the nation. Focus has been 
specifically on the search to discover new facts 
relating to causes, prevention, and methods of 
treatment of crippling conditions—the expansion and 
exploration of knowledge in all aspects of crippling. 

Three of the 49 Easter Seal grants made to research 
projects throughout the nation were made to the 


Medical College of South Carolina, Charleston. Thus, 
$22,379.00 came into the state from the Easter Seal 
Research Foundation for brain research with South 
Carolina sending in only $3,866.86. 

Chartered in 1939 to serve the unmet needs in 
South Carolina, the Crippled Children Society of 
South Carolina is governed by a 56 member Board of 
Trustees, representing every county with additional 
trustees-at-large. Fifteen trustees serve on the Execu- 
tive Committee. 

The fifteen member MEDICAL ADVISORY COM- 
MITTEE appointed by the South Carolina Medical 
Association has continued to give time and thought 
to assisting the Society during the past year. Many of 
the members of the committee have met time and 
again to advise and counsel with the Society’s officials. 

The Medical Advisory Committee’s functions are: 

1. To establish policy in relation to medical care. 

2. To approve plans for medical care programs at 

Easter Seal Centers. 

3. To assist with medical relationship problems 
which may arise from time to time. 

4. To establish a program of medical supervision. 

5. To participate in a broad-based public relations 
program geared at interesting the private phy- 
sician, along with the specialist, in utiliz- 
ing services of the Society to the fullest extent 
possible. 

6. To participate in the appointment of the medi- 
cal staff, subject to the approval of the Society’s 
Board of Trustees or Executive Committee. 

The following report summarizes the FINANCIAL 
ACTIVITIES for the past fiscal year, as prepared by 
A. C. Clarkson Company, certified public accountants. 
The complete audit is a part of the Annual Report of 
the Society, which is printed for distribution to the 
public. 
$132,838.53 

15,675.41 

11,660.14 

3,866.86 

13,042.86 


Care and Treatment Services 

National Society Services 

Education and Information 

Research 

Fund Raising 

Administrative Costs 

$11,621.41 
7,637.01 


State Headquarters 
County Chapters 
TOTAL (spent during the 
year from Easter 
Seal Campaign and 
special donations ) 


19,258.42 
"$196,342.22 


Rose M. Lowe 
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WHERE CAN AN UNWED MOTHER GO 
FOR CONFIDENTIAL SERVICE? 
TO THE CHILDREN’S BUREAU OF 
SOUTH CAROLINA 
1001 MAIN STREET 
COLUMBIA, SOUTH CAROLINA 
What Is The Children’s Bureau? 

It is the State adoption agency and is supported by 
tax funds. The Bureau had its beginning in 1909 and 
was the Children’s Home Society, a private agency 
supported by contributions. In 1920 the State took 
over the work of the Children’s Home Society and has 
for the past 89 years helped hundreds of girls in 
trouble by finding suitable homes for their children. 

How Can It Help? 

The Bureau serves any mother or mother to be, 
married or unmarried, regardless of race or place of 
residence or financial situation. 

The Bureau helps by counseling mothers who need 
help in deciding what is the best for their babies. 

The Bureau helps in arranging for entrance to a 
maternity home (often out of the State) if the girl 
feels that is the best plan or for boarding care away 
from her community. 

The Bureau helps with finances if the girl has no 
funds. 

The Bureau helps by advising where legal prob- 
lems are involved. 

The Bureau helps by giving temporary boarding 
care for the baby while the mother is establishing a 
home or deciding about adoption. 

The Bureau helps by placing the baby whose 
mother releases him early in a permanent home a 
few weeks after he is released to the agency 

Why Go To An Agency? 

The mother will receive sympathetic, helpful, con- 
fidential service. She will have time to talk over her 
problems with someone who has helped others with 
similar problems. She is not forced to make a quick, 
impulsive decision about plans for her child. 

An agency is in the unique position of being able 
to accept custody of the child from the mother, and 
permit her to terminate her parental rights through 
Voluntary Relinquishment. 

In the meantime, the agency provides physical care 
and medical care for tht child. 

Please write or call the Children’s Bureau of South 
Carolina, 1001 Main Street, Columbia, South Caro- 
lina. Phone AL 4-7704. 


HOW TO PRESENT A SCIENTIFIC PAPER 
BEFORE A LARGE AUDIENCE 

The meetings of many medical societies now pro- 
vide an audience that can number in the thousands. 
thanks to modern methods of voice amplification and 
visual projection. Such large audiences attract essayists 
whose work has won them high rank in their chosen 
field. Their names on programs, in turn, attract yet 
larger numbers. Unfortunately, a man who is top- 
flight as a scientist may nevertheless be most in- 
effectual on the lecture platform, usually because he 


Ocroser, 1959 


makes some simple but crucial mistakes in his man- 
ner of presentation. Yet every such mistake is easily 
avoidable. On the basis of what this writer has suf- 
fered while listening to others at important meetings 
in the last thirty years, he is moved to offer some 
suggestions to future speakers. 

If you have been invited to appear on some major 
program, it is hoped you will scan this editorial. You 
might find here a point or two that will help to make 
your presentation a bit more effective. If so, it will 
have been worth both the reading and the writing. 

Time Limit: You have been assigned a fixed time 
limit for your entire appearance. Please note that this 
is an outside limit, that begins with the first word of 
introduction by the chairman and ends with the 
moment when you finish, or are requested to stand 
down. His words deduct about twenty seconds from 
the total time at your disposal, and you may lose 
even more if you are not as close as possible to the 
podium when called upon: 

Of course, you have given your text several time 
trials in advance. All too often this results in your 
trying to read it a bit faster next time in order to get 
under the wire. What you really should do is shorten 
the text each time that it still seems too long. This 
can be done without sacrificing any vital point. 
Merely culling unnecessary words may be enough, and 
it teaches you to express clearly in a few words the 
thought that was obscured by verbosity. 

Don't forget to include in your timing the demands 
of your lantern slides. Their text you have reckoned, 
of course. But you must also allow a few seconds for 
calling for the next slide, for looking at the slide to 
orient yourself, and for any “aside” that the moment 
may require. If the operator of the lantern gets a 
slide up-side down or out of order, the time lost in 
correcting this is nevertheless charged against your 
limit. 

Remember that on the platform you must speak 
more slowly than in a classroom withovt the use of a 
loud speaker. Public-address systems in large audi- 
toriums produce echoes and reverberations: if you 
read deliberately, every word will be clearly heard; 
if you read rapidly, then your words will tend to run 
together and can become an unintelligible jargon. You 
should therefore allow at least 15 per cent more time 
for platform reading than it takes in your timed trials 
reading slowly before the bathroom mirror. 

Remember that the paper to be printed may be a 
page or two longer than the one you read, without 
offending either the editor or the reader. But no one 
can speak more than a limited number of words per 
minute without jamming the loud speaker and losing 
the listener. The worst sin against the time-limit, and 
the best way to ruin your prospects for future invita- 
tions by all who hear you, is to try to read a 23 
minute paper in 20 minutes. But a 17-minute paper 
possesses the best ingredient for a successful presenta- 
tion. 

Microphone Technic: When you speak to an audi- 
ence numbered in the thousands, you are 100 per 
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cent dependent upon the correct use of the micro- 
phone 100 per cent of the time. If your technic is 
only 98 per cent correct, or if it is perfect only 98 
per cent of the time, you will probably fail to get 
across far more than 2 per cent of your message, be- 
cause the very words that failed to get through may 
have been the whole key to your thesis. 

The microphone has strict limitations of perform- 
ance which you must recognize. It magnifies by a 
fixed number that which you put into it. If it is 
fixed in space (for example, the microphone on the 
lectern), then you must maintain a fixed distance be- 
tween your mouth and the microphone. This is best 
accomplished by holding with one hand to the edge 
of the lectern from start to finish. If you rock back 
and forth on your feet as you speak, or if you alter- 
nate between standing up straight and leaning con- 
fidentially on the lectern, you will alternately shout 
or whisper to your audience. 

Your voice has its limitations, too. The chief ones 
are direction, loudness and pitch. The direction of 
your voice is straight forward and slightly downward 
from your mouth in a rather narrow beam. You 
should therefore speak only when facing the micro- 
phone, which should be at a level slightly below 
that of your mouth. The microphone will lose you, if 
you turn away and speak while looking at a lantern 
slide. Therefore, if you use slides, turn a moment in 
silence to see that the slide is right, then turn back 
to the microphone before you speak again. To a lesser 
extent, the microphone will lose you if your head bobs 
up and down as you look now at the audience, and 
now at your manuscript, especially if the microphone 
is at a higher level than your mouth. 

Loudness of your voice is in part a factor of the 
effort you put into it. But loudness is also related to 
pitch: the lower the pitch, the less loud the sound you 
produce. When you speak in a conversational tone in 
a small group, the ends of your sentences are audible 
only to those nearest you. If you are a good speaker 
in a class room without the aid of an amplifier, it is 
because you have learned to keep both loudness and 
pitch up, so that the man in the back row can hear 
each word. 

The microphone is rather like a person with catar- 
thal deafness: it hears you well only while you keep 
the pitch of your voice up, and the loudness adequate. 
But it fails to hear you if pitch or loudness falls too 
low. What is equally important, if you speak too 
loudly, your voice blares and becomes painfully un- 
intelligible. 

Loudness, as picked up by the microphone, varies 
to an extreme degree with the distance between 
mouth and microphone. If that distance is only one 
or two inches, then the voice should be soft, low- 
pitched and confidential, and the same distance must 
be scrupulously maintained to avoid wide output 
fluctuations. This is a method that expert announcers 
use to good advantage. On a speaker’s platform it is 
useful only if there is a portable microphone that can 
be held evenly and constantly before the mouth as 


the speaker points to slides, looks at people on the 
platform or moves about. It is not a good method 
when there is a fixed microphone and you are reading 
from a text. 

If the distance between mouth and microphone is 
too great, then the man at the controls of the ampli- 
fier is forced to turn up full power in the attempt to 
catch your voice. If you are not too far away, he may 
succeed; but often he only produces a loud ringing 
screech that stops the entire proceedings. 

The best distance between mouth and a fixed lec- 
tern microphone is 7 to 10 inches: at this distance, 
minor movements of the head produce less fluctuation 
in loud-speaker output than do the same movements 
when you are only an inch or so away. The distance 
is easy to measure by the span of the hand: thumb 
your chin (not your nose) to the microphone. 

The most desirable loudness at this distance is that 
which you would use in speaking to a group of fifty in 
a classroom being careful not to drop the pitch too 
low at the ends of sentences. 

Nothing must come between your mouth and the 
microphone. Every time you scratch your nose or rub 
your lip, your hand sharply reduces the volume of 
sound delivered. It is even worse to hold your manu- 
script in such a way as to blanket the microphone. 

Lantern Slides: Visual aid by lantern slides is ex- 
tremely useful to illustrate something by picture, to 
convey a concept by diagram, and to emphasize sali- 
ent facts or data, provided your slide technic is good. 
But a poor slide technic can ruin your presentation 
even more surely than can any of the mistakes thus 
far mentioned. Here are the chief points to be kept 
in mind to get the best results: 

The number of slides to be shown is a function of 
the time limit assigned. It usually takes over one 
minute per slide: very few take less and some con- 
siderably more. Repeated time trials for the slides are 
more important to make than those for text, since 
slides are more likely to go overtime and harder to 
speed up. 

The size of slides should correspond, whenever pos- 
sible, to that of the standard projector available: 
3% by 4 inches. If for any reason some other size 
must be used, be sure not only to get confirmation in 
writing, and well in advance, of the availability of 
the size and type of projector you require, but to 
verify its presence before the meeting starts. 

Have your material centered and well within the 
projectable portion of the slide. This will save you 
the embarrassment of having a picture decapitated, or 
the total at the foot of a column chopped off, or the 
beginnings or ends of lines of text deleted, and also 
the unanticipated loss of time in asking the operator 
to shift the slide or raise or lower the lantern. 

Top and bottom are cut off more frequently, es- 
pecially if you arrange your material in a rectangle 
whose long dimension is perpendicular. Such slides 
work perfectly in all classrooms, where the screen is 
square. But in nearly every large auditorium, the 
screen is rectangular, with the long dimension hori- 
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zontal, because the screen is intended primarily and 
solely for the projection of motion picture film, whose 
frames are rectangles that are invariably horizontal. 

But the lateral edges are also vulnerable, because 
in a large auditorium the projection lantern is placed 
as far back as possible in order to get the maximum 
of magnification which the full width of the screen 
will allow. Therefore, use a mat, to be sure ycur 
material is properly centered and limited: the opening 
of the mat should not exceed 2% by 3 inches. 

If the slide presents a picture or a photomicrograph, 
make use of such devices as an arrow, or circle, to call 
prompt attention to the important features. As you 
talk about the slide, you can then mention the ringed 
area, without using the pointer that someone forget 
to provide. Be sure to write out every word of your 
comment on the slide, so that it, too, will be properly 
timed. 

The use of the electric torch: arrow pointer calls 
for comment. Get to the meeting place early to 
familiarize yourself with this useful gadget. In using 
it, point it at once to the item you mean to stress, and 
turn it off promptly when that purpose has been 
served, or else point it directly at your feet until 
you need it again. It is most disconcerting for the 
audience to follow the arrow’s aimless wanderings 
all over the screen in anticipation of another point 
of emphasis that never comes. Between applications, 
don’t shine it in the faces of those in the front row, 
or that of the chairman. 

If the slide presents a diagram or figure, this should 
be so simple that it can be grasped within seconds and 
understood without reference to a blue print. The 
use of contrasting colors makes the figure more in- 
telligible and easier to explain. 

If the slide presents data, these should be minimal 
in number. Those which are most significant should 
be so designated by means of contrasting colors, or 
bold-faced type, or underlining, or combinations of 
these devices. 

If the slide presents facts in text form, they shou! 
be few, arranged preferably in outline form, and with 
the separate members of the outline identified by 
numbers. 

In planning the arrangement of all slide material, 
take a leaf out of the book of the commercial ad- 
vertiser. He knows he has only seconds to catch the 
eye of the public: so he uses the simplest picture, the 
fewest words, the brightest colors, the biggest type 
for the most important thought, all to make the most 
striking effect at a glance. 

Visibility by the man in the last row is the chicf 
factor that limits the amount of material that should 
go on a slide. In order to be just legible, the width 
of every part of a letter must subtend an angle of 1’. 
and the height and width of the whole letter must 
subtend an angle of 5’; that is, an angle whose apex 
is at the pupil of the viewer and which has an open- 
ing of 5’, the overall dimension of the letter. This 
fact is the basis of the Snellen Test Chart for measur- 
ing visual acuity. Now to subtend an angle of 5’ at 


the pupil of the man in the last row 200 feet from 
the screen, the letter on the screen must be 3 inches 
high and wide. (Multiply the distance from the 
screen by 0.001425 to get the dimension of the 
letter.) If the screen is 15 feet wide, then a single 
line of text on the screen can have no more than 60 
letters and spaces, if that text is to be just readable 
by a man in the last row, if he has 20/20 vision. To 
be easily readable, the line must have decidedly fewer 
letters and spaces. To be safe in planning your slides, 
you must know the size of the screen and its distance 
from the back row. 

Leave the slide on the screen long enough for 
everyone to read it. This usually takes half-again as 
long for the other fellow as it does for you, so give 
him a break in your timing. 

It is better to signal for the next slide wit’. a buzzer 
or “clicker,” if available, than to say “next slide,” lest 
the operator mistake a word in your text for such a 
signal. A recent speaker lost valuable time because 
the operator shifted slides when he heard the word, 
“Dextran.” 

These have been the “Do’s” to be observed in 
lantern slide technic. Even more important are the 
“Don’t’s.” 

The most important one is this: Don’t put too much 
on a Slide. If it is a picture or a photomicrograph, 
don’t have too much irrelevant material, such as the 
whole cross-section of an organ, thereby dwarfing 
into insignificance the crucial part of the picture. If 
you wish to show proportion or relations, then use a 
second slide for further detail. 

Don’t project a complicated diagram: it takes too 
long to decipher. 

Don’t put too many data on a single slide, es- 
pecially irrelevant data. Yet this unhappy mistake is 
the one most frequently committed: the author is too 
lazy to construct a brief summary of salient data, so 
he photographs instead a detailed table that will 
occupy a full page in the printed paper. 

Don’t project whole paragraphs of running text 
Use outline form and telegraphic style to get the few 
important facts across most quickly. If there are 
more facts, use two slides. 

Don’t distract your audience in any of the follow- 
ing ways: Don’t talk away from the slide on the 
screen: your comments should be to emphasize or 
amplify what is in sight, not to present new ideas. 
Don't leave a slide on the screen when it is no longer 
needed. If you have something new to say before 
going on to the next slide, ask for “lights, please,” or 
signal the operator by means of a blank slide or by a 
white card properly placed in your series of slides. 

Don’t frustrate your audience by whisking a slide 
off the screen before they have had time to read it. 

Don’t waste the time of your audience by reading 
every word and figure on the screen. They can read, 
too, so confine yourself to brief relevant comments. 

Don’t use slides with white letters on a black back- 
ground: their visibility is much less than that of 
slides with black letters on a white background. 


416 THE JOURNAL OF THE SouTH CAROLINA MEDICAL AssoctATION 








These, then, are the general principles that under- 
lie the proper and effective presentation of a scientific 
paper before a large audience, and to these the 
writer has decided to confine himself. But please do 
not think that your personal problems in presentation 
have been fully covered in the foregoing advice. They 
require special study and individual analysis. 

Fortunately, you don’t have to depend upon your 
best friend or severest critic to do this for you, al- 
though they can be most helpful. It is today a simple 
and inexpensive matter to have a tape recording made 
of one of your efforts at public speaking. Then, at 
first alone, and later in the company of an honest 
critic, play it back to yourself many times, making 
notes and encouraging the critic to interrupt. 

When you have recovered from the first shock of 
hearing the voice of an utter stranger come back to 
you out of the machine, you can begin objectively to 
assess your most obvious mistakes of presentation: the 
hurried delivery, the monotonous intonation, the fail- 
re to pause between paragraphs, or before im- 
portant points, as you race through your text. Then, 
it times when you leave your script and “ad lib” a 
bit, note the slowness, also the hesitation as you grope 
for the next word; the falling pitch that kills the ends 
of sentences, especially if the last word is a proper 
noun; and all the irrelevant “ah’s” and “uh’s” that eat 
up so much precious time; and the disconcerting 
noises, when every few sentences you nervously clear 
your throat. 





picture as well as a sound-track recording made of 
one of your presentations. See for yourself your dis- 
tracting, and therefore undesirable habit of scratching 
your face, rubbing your nose, twisting your ear or tug- 
ging on a lock of hair. Do you ever look at the 
people you are trying to impress, or are your eyes 
glued to your manuscript? And what of your gestures? 
Gestures, like spices, add zest and interest, if un- 
obtrusive, appropriate to the matter in hand, and if 
used sparingly; but better no gestures than too many 
or the wrong ones, awkwardly made. Their proper 
use calls for native talent as well as careful training. 

This article has been written about the proper 
presentation of a scientific paper, an infrequent and 
ephemeral activity, indeed, as far as most of us are 
concerned. Yet it is an aspect and an actual part of a 
much more important function in the lives of most 
of us who present papers: the function of teaching. 
If you are a teacher, then regardless of your specialty 
in medical science or practice, you should realize that 
medical pedagogy is as much a specialty as is chem- 
istry or pediatrics. If you are a teacher, it is your re- 
sponsibility to perfect yourself in pedagogy as well as 
in your branch of knowledge, in order to bring your 
‘teaching mission to its highest fruition: not only to 
know, but to be able to impart to others what you 
know. If you are or hope to be a teacher, this editorial 
deserves a second reading. 

Ricuarp A. Kern, M.D., F.A.C.P. 

Reprinted by permission from the Annals of Internal 
Medicine. 
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